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Speakers  on  Speakers  for  January,  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  January  4,  1.  Favel  Chavin, 
M.D.,  Reconstructive  Surgery  for  Arthritis;  January  11,  E.  Wayne  Martz,  M.D., 
The  Development  of  the  Wilmington  Medical  Center,  Past,  Present,  and  Future; 
January  18,  Janet  P.  Kramer,  M.D.,  Adolescent  Medicine;  January  25,  William 
L.  Medford,  Jr.,  M.D.,  Treatment  of  Hearing  Loss. 


In  the  News  William  H.  Duncan,  M.D.,  Wilmington,  a brigadier  general  in  the  Delaware 
Army  National  Guard,  has  been  named  commanding  officer  of  the  261st  Signal 
Command. 


Primary 

Cutaneous 

Melanoma 

Publication 


Copies  of  a professional  education  publication  PRIMARY  CUTANEOUS  MELA- 
NOMA: A REPORT  FROM  THE  QUEENSLAND  MELANOMA  PROJECT, 
are  available  from  the  American  Cancer  Society.  The  publication  provides  in- 
formation on  detection,  staging,  and  treatment  of  melanoma.  Call  the  Delaware 
Division,  ACS,  (302  ) 654-6267  to  order  a copy  (Code  3342). 


Heart  Association  The  Delaware  Heart  Association  will  receive  applications  for  grant-in-aid  sup- 
Grants-in-Aid  port  for  research  activities  related  to  cardiovascular  function  and  disease  or  to 
related  fundamental  problems.  Deadline  for  receipt  of  applications  is  January  31, 
1977.  Approved  applications  will  be  funded  for  a 12-month  period  beginning  July 
1,  1977.  For  applications  call  the  Delaware  Heart  Association,  Suite  46,  Inde- 
pendence Mall,  1601  Concord  Pike,  Wilmington,  Delaware  19803.  Telephone 
(302  ) 654-5269. 
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CLINICAL  NOTICES  AND  MEETINGS 

DAFP  Psychiatric  The  Delaware  Academy  of  Family  Physicians  will  conduct  continuing  education  semi- 

Seminars  nars  on  Psychiatry  in  Medical  Practice  on  Wednesdays  in  Wilmington,  January  5 to 

March  9,  and  in  Dover,  January  5 to  February  9.  For  information  contact:  Anne  Shane 
Bader,  Delaware  Academy  of  Family  Physicians,  1925  Lovering  Avenue,  Wilmington, 
Delaware  19806.  Telephone  (302)  658-7596. 

Breast  Reconstruction  The  American  Cancer  Society,  Delaware  Division,  will  sponsor  a BREAST  RECON- 
Seminar  STRUCTION  SEMINAR  at  the  Delaware  Division,  Wilmington  Medical  Center,  8th 

Floor  Conference  Room,  January  8.  Guest  speaker  will  be  Reuven  Snyderman,  M.D., 
Clinical  Professor  of  Surgery  (Plastic),  College  of  Medicine  and  Dentistry  of  New 
Jersey — Rutgers  University.  No  registration  is  required  for  the  8:30  to  10:00  A.M. 
program.  For.  further  information  contact  the  American  Cancer  Society,  Delaware 
Division,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone  (302)  654- 
6267. 


American  College  of  The  following  postgraduate  courses,  which  fulfill  Category  I requirements  for  the  AMA 
Chest  Physicians  Physician’s  Recognition  Award,  will  be  presented  by  the  American  College  of  Chest 
Postgraduate  Courses  Physicians.  For  information  contact:  Dale  E.  Braddy,  M.S.,  Director  of  Education, 
American  College  of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068. 
BETA2  ADRENERGIC  AGENTS— STATE  OF  THE  ART,  Scottsdale,  Arizona,  Jan- 
uary 13-15.  Tuition  is  $35.  Evaluated  for  12  PRA  credit  hours. 

THE  YOUNG  LUNG— INTENSIVE  CARE  1977,  Vail,  Colorado,  January  17-20. 
Registration  fees  are:  ACCP  members,  $155;  non-member  physicians,  $180;  residents, 
nurses,  and  therapists,  $100.  Evaluated  for  17  PRA  credit  hours. 

MANAGEMENT  OF  ACUTE  AND  CHRONIC  RESPIRATORY  FAILURE,  Miami 
Beach,  Florida,  February  7-11.  Registration  fees  are:  ACCP  members,  $160;  non- 
member physicians,  $185;  residents,  nurses,  and  allied  health  professionals,  $125. 
Evaluated  for  26  credit  hours. 

Medical  Aspects  of  The  EIGHTH  ANNUAL  MEDICAL  ASPECTS  OF  SPORTS  SEMINAR  will  be  held 
Sports  Seminar  at  John  M.  Clayton  Hall,  University  of  Delaware,  Newark,  Delaware,  January  22. 

Topics  for  discussion  will  include  Catastrophic  Head  and  Neck  Injuries  and  Rehabili- 
tation of  Sports-Incurred  Injuries.  For  information  contact:  Mrs.  Mae  R.  Carter, 
Division  of  Continuing  Education,  John  M.  Clayton  Hall,  University  of  Delaware, 
Newark,  Delaware  19711.  Telephone  (302)  738-1171. 


Impaired  Physician  The  American  Medical  Association  will  sponsor  a conference  on  THE  IMPAIRED 

Conference  PHYSICIAN:  ANSWERING  THE  CHALLENGE  in  Atlanta,  Georgia,  February  4-6. 


<<FaufHess>>  Fashions  for  tennis 


The  tennis  season  lasts  all  year  and  so  do  great  tennis  fashions! 
You’ll  find  the  largest  selection  in  town  right  here. 

Ij  you  don’t  look  great  on  the  court.,  it’s  not  our  ' (fault 


Cassini  • Givenchy  • Haymaker  . Top  Seed  . Billie  Jean  King 


ndependence  Mall, 
Rt.  202,  Concord 
Pike,  Wilmington 


just  tennis  ltd. 

and  you.  . .a  perfect  match! 


Mon. -Fri.  10-6  Sat.  10-4 
571-1515 
BankAmericard 
Master  Charge 
WSFS 
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According  to  her  major 
rnptoms,  she  is  a psychoneu- 
ic  patient  with  severe 
jjxiety.  But  according  to  the 
Ascription  she  gives  of  her 
■ lings,  part  of  the  problem 
iiy  sound  like  depression. 

I is  is  because  her  problem, 
though  primarily  one  of  ex- 
lisive  anxiety,  is  often  accom- 
inied  by  depressive  symptom- 
I)logy.  Valium  (diazepam) 

|i  provide  relief  for  both— as 
1,  excessive  anxiety  is  re- 
lied, the  depressive  symp- 
ns  associated  with  it  are  also 
en  relieved. 

There  are  other  advan- 
es  in  using  Valium  for  the 
nagement  of  psychoneu- 
ic  anxiety  with  secondary 
iiressive symptoms:  the 
itchotherapeutic  effect  of 
lium  is  pronounced  and 
lid.  This  means  that  im- 
ivement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Valium^ 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


veillance  because  of  their  predisposi- 
h to  habituation  and  dependence.  In 
gnancy,  lactation  or  women  of  child- 
jring  age,  weigh  potential  benefit 
pinst  possible  hazard, 
cautions:  If  combined  with  other  psy- 
btropics  or  anticonvulsants,  consider 
efully  pharmacology  of  agents  em- 
yed;  drugs  such  as  phenothiazines, 
cotics,  barbiturates,  MAO  inhibitors 
b other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
oression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

\ ROCHE  x Division  of  Hoffmann-La  Roche  Inc. 
\ / Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* * 


INTERVAL  BREAST  CANCERS 


Leslie  W.  Whitney,  M.D. 


The  Breast  Cancer  Demonstration  Project  at 
the  Wilmington  Medical  Center  on  December 
15,  1975,  registered  and  examined  the  10,000th 
volunteer  screenee.  The  detection  rate  of  pre- 
symptomatic  cancers  has  matched  the  national 
average  of  5-6  per  1,000  for  women  over  the  age 
of  35. 

A new  group  of  cancers  has  been  classified 
which  should  be  commented  upon.  These  are 
called  interval  cancers  and,  by  definition,  are 
breast  cancers  which  develop  or  are  detected  or 
diagnosed  between  scheduled  screenings.  To 
date,  seven  such  cancers  have  been  identified 
from  the  10,000  women  examined.  It  is  of  inter- 
est to  note  that  five  of  these  lesions  were  self- 
detected  by  the  utilization  of  routine  breast  self- 
examination,  a technique  which  is  emphasized 
by  film  and  personal  instruction  as  a part  of  the 
annual  examination.  The  other  two  cases  were 
detected  at  routine  physical  examinations.  Three 
of  the  seven  cases  had  positive  nodes,  and  four 
had  negative  nodes  at  the  time  of  definitive  sur- 
gery. 

A careful  review  of  the  thermograms,  mammo- 
grams, and  physical  examinations  is  being  under- 
taken to  see  if  these  cancers  should  have  been 
diagnosed  at  the  original  examination. 

This  sobering  turn  of  events  is  discouraging 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*An  NCI-supported  agency  located  at  1200  Jefferson 


unless  one  applies  known  statistics  to  predict  the 
probability  of  such  an  occurence.  With  a group 
of  10,000  women  over  the  age  of  35,  one  can  ex- 
pect the  yield  of  600  or  more  cancers  based  on  a 
lifetime  incidence  of  6%  or  1 in  16  adult  women. 
The  first  two  years  of  screening  have  yielded  56 
cancers,  which  means  that  544  remain  to  be  de- 
tected. The  actual  yield  may  be  even  higher 
when  one  realizes  that  screening  clinics  have  an 
undeniable  attraction  for  women  with  symptoms. 
Many  investigators  believe  that  women  self-select 
a high  risk  group  by  participation  in  screening 
programs.  Women  with  a family  history  of 
breast  cancer  or  a past  history  of  benign  breast 
disease  are  motivated  to  attend  these  clinics.  It 
may  also  be  true  that  multiparous  women  often 
working  in  a professional  status  are  likely  to  hear, 
about  and  take  advantage  of  such  facilities  when 
offered. 

The  unique  limitation  of  making  a decision 
with  regard  to  a three-,  six-,  or  twelve-month 
follow-up  recommendation  on  the  basis  of  a 
single  examination,  balanced  against  the  desire 
to  be  conservative  in  recommending  surgical  bi- 
opsy in  order  to  maintain  credibility  in  the  sur- 
gical community,  is  understood  and  accepted  as 
a hazard  of  mass  screening. 

Some  skeptics  have  suggested  that  screening 
yields  only  the  slow  growing  tumors,  and  the  in- 
terval tumors  are  of  a faster  growing  cell  type, 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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hence  more  malignant  in  nature.  Further  follow- 
up will  be  needed  to  evaluate  this  suggestion. 

In  summary,  all  clinicians  must  be  aware  of 
the  likelihood  of  interval  cancers  developing  in 
this  large  group  of  volunteer  women,  bearing  in 
mind  the  following  facts: 

1.  No  diagnostic  screening  procedure  is  accur- 
ate 100%  of  the  time. 

2.  Screening  does  not  protect  from  cancer  any 
more  than  an  EKG  protects  from  coronary 
artery  disease,  and  new  symptoms  should  be 
evaluated  immediately. 

3.  Prompt  treatment  on  the  basis  of  new  symp- 
toms or  findings  should  be  provided  in  spite 
of  previous  negative  reports. 

4.  Breast  self-examinations  seem  to  yield  divi- 
dends in  this  group  of  women,  and  these 
women  should  be  actively  encouraged  to 
continue  this  practice. 

The  Project  would  be  grateful  if  you  would 
report  any  such  cases  of  which  you  have  knowl- 
edge to  the  Project  office. 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan,  Tiffiny,  Whittenton,  Bar  go,  etc. 
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INTERN  TROUSERS  — SHOES  (Nurse  Mates) 
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1140  BALTIMORE  PIKE  TRI-STATE  MALL  (Lower  Level) 
Springfield,  Pa.  19064  Claymont,  Delaware  19703 

(215)  Kl  3-4002  (302)  798-5387 


For  Practice  Management 
Information  Systems  . . . 

Call  The  Specialists 
Call  Systemedics 

•FOR  improved  cash  flow  and 
financial  control 

• FOR  automatic  processing  of 
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insurance  information 

•FOR  continuing  service  and 
management  assistance 

SYSTEMEDICS,  INC. 

REGI  LTD. 

410  Timber  Lane 
Newtown  Sq.,  Pa.  19073 
(215)  356-6615  — (215)  356-7019 
Regional  Offices  Nationwide 
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Abraham  A.  Rea,  M.D.,  a native  of  Peru,  was  graduated 
from  the  San  Fernando  Faculty  of  Medicine,  Lima,  Peru, 
in  1954.  He  served  his  internship  at  Baptist  Hospital,  New 
Orleans,  and  a 'surgical  residency  at  St.  Paul’s  Hospital, 
Dallas,  and  Hotel  Dieu  Hospital,  New  Orleans.  A General 
Practitioner,  Dr.  Rea  is  Medical  Director  of  the  Hospital 
for  the  Mentally  Retarded  in  Georgetown  and  also  works 
in  the  Emergency  Room  at  Beebe  Hospital.  He  lives  in 
Lewes  with  his  wife  and  three  daughters.  Dr.  Rea  enjoys 
painting,  model  building,  swimming,  and  soccer. 


Charles  A.  Mauriello,  D.O.,  a graduate  of  the  Philadelphia 
College  of  Osteopathic  Medicine,  ’68,  is  a specialist  in 
Orthopedic  Surgery.  He  served  his  internship  and  resi- 
dency at  Metropolitan  Hospital,  Philadelphia.  He  and  his 
wife  live  in  Wynnewood,  Pennsylvania,  and  he  maintains 
a private  practice  in  Wilmington.  Dr.  Mauriello  likes  to 
travel,  play  cards,  and  bowl. 


Brett  Elliott,  M.D.,  an  Ophthalmologist,  graduated  from  the 
University  of  Cincinnati  in  1969.  He  spent  his  internship 
at  Bethesda  Naval  Hospital  and  his  residency  at  the  State 
University  of  New  York  Upstate  Medical  Center,  Syracuse, 
New  York.  He  has  a private  practice  in  Milford,  where  he 
lives  with  his  wife  and  daughter.  Dr.  Elliott’s  hobbies  are 
flying  and  photography. 


Eufemio  C.  Angel,  M.D.,  is  a graduate  of  the  University  of 
Santo  Tomas,  Philippines,  ’62.  A General  Practitioner,  he 
spent  his  internship  at  Elizabeth  General  Hospital,  Eliza- 
beth, New  Jersey.  Dr.  Angel’s  practice  is  located  in  Mills- 
boro,  where  he  lives  with  his  wife  and  two  children.  His 
interests  include  gardening,  boating,  fishing,  crabbing,  and 
clamming. 
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A Blue  Shield  of  Delaware  PR- 4 form  can  literally  be  a magic  key 
for  any  busy  physician's  office.  With  it,  the  often  time  consuming  task  of 
researching  unusual  or  mishandled  claims  can  be  significantly  reduced. 
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MICROBIOLOGICAL  AND  CLINICAL 
EVALUATION  OF  EXPECTORATED  SPUTUM: 
A DIAGNOSTIC  DILEMMA 


E.  G.  Scott,  M.S. 


One  of  the  thorniest  problems  confronting  the 
clinical  microbiologist  is  in  evaluating  the  quality 
of  a specimen  submitted  for  culture.  This  is 
true  particularly  for  material  purportedly  coming 
from  the  lower  respiratory  tract:  is  it  truly 
coughed  sputum  or  only  oropharyngeal  mucus? 

If  such  a specimen  is  cultured  and  indigenous 
but  potentially  pathogenic  bacteria  such  as  Kleb- 
siella pneumoniae  or  Staphylococcus  aureus  are 
recovered,  does  this  represent  invasive  infection, 
or  only  colonization  of  the  upper  tract  by  hos- 
pital-acquired microbiota?  It  is  obvious  that  such 
a laboratory  report  could  serve  only  to  confuse 
rather  than  enlighten  the  clinician,  and  could 
result  in  the  institution  of  unwarranted  antimi- 
crobial therapy.  Since  the  patient  ultimately 
pays  for  this  information  with  his  money  and  pos- 
sibly his  health,  an  eventual  outcome  could  be 

Mr.  Scott  is  Microbiologist,  Section  of  Microbiology.  Depart- 
ment of  Pathology,  Wilmington  Medical  Center. 

Adapted  from  a presentation  to  the  Section  of  Infectious  Disease, 
Wilmington  Medical  Center. 


the  imposition  of  cost  controls  and  other  restric- 
tive measures  by  governmental  or  health  insur- 
ance agencies  with  a net  result  of  lower  quality 
of  laboratory  work.  Is  there  any  way  then  out  of 
this  diagnostic  dilemma?  In  view  of  some  recent 
reports,  I believe  there  is,  and  these  will  be  dis- 
cussed after  a brief  review  of  pertinent  literature. 

The  nonvalue  of  expectorated  sputum  culture 
in  the  diagnosis  of  pneumococcal  pneumonia  has 
been  well  documented.  In  Barrett-Connor’s  clas- 
sic paper  51  patients  aged  6 months  to  89  years 
were  studied,  all  of  whom  had  a positive  blood 
culture  for  pneumococci  along  with  radiographic 
evidence  of  pneumonia.1  In  only  23  (45%  ) were 
pneumococci  recovered  from  their  sputum  or 
nasopharyngeal  (in  patients  <5  years  old)  cul- 
tures. The  author  warns  that  physicians  who  use 
routine  sputum  cultures  for  the  diagnosis  of 
acute  pneumococcal  pneumonia  “must  recognize 
that  the  etiologic  agent  will  be  missed  in  nearly 
50%  of  the  cases  and  that  a pathogen  other  than 
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pneumococcus  will  be  recovered  in  more  than 
25%  Z’1 

In  a special  article  by  Hoeprich  in  1970,  it  was 
pointed  out  that  although  the  role  of  infection 
in  lower  respiratory  tract  disease  requires  the 
culture  of  specimens  from  that  area,  the  collec- 
tion of  these  specimens  via  the  upper  respiratory 
tract  provides  multiple  opportunities  for  con- 
tamination by  an  astounding  number  of  micro- 
organisms residing  in  the  oropharynx,  in  the 
magnitude  of  104  to  168  aerobic  and  anaerobic 
bacteria  per  ml.2  Data  were  provided  to  support 
the  concept  that  percutaneous  transtracheal  as- 
piration was  useful  in  excluding  the  upper  res- 
piratory contaminants  and  providing  valid  in- 
formation on  the  etiology  of  infections  of  the 
lower  respiratory  tract. 

Hohn  and  Beaty,  in  a study  comparing  the 
results  of  expectorated  sputum  cultures  with 
those  of  transtracheal  aspirates,  noted  that  11 
patients  with  proven  pneumococcal  pneumonia 
all  had  pneumococci  predominating  in  their 
tracheal  aspirates  (with  positive  Gram  stains  in 
nine),  but  in  only  five  of  the  11  were  pneumo- 
cocci recovered  in  the  expectorated  sputum.3  Ad- 
ditionally, three  of  the  11  showed  large  numbers 
of  gram-negative  enteric  bacilli,  and  two  had  a 
predominance  of  S.  aureus  in  culture.  None  of 
these  were  recovered  in  the  tracheal  aspirates. 
The  authors  concluded  that  “.  . . cultures  of 
tracheal  aspirates  produced  a higher  yield  of 
pulmonary  pathogens  from  patients  with  lower 
respiratory  tract  infections  than  did  cultures  of 
expectorated  sputum.”3 

The  foregoing  reports  are  not  meant  to  prosely- 
tize for  transtracheal  aspiration,  but  rather  to 
critically  reexamine  the  methodology  utilized  in 
collecting  a sputum  specimen  and  its  subsequent 
handling  in  the  laboratory.  Firstly,  the  collec- 
tion of  the  specimen  should  not  be  delegated  to 
personnel  who  are  least  aware  of  the  necessity 
of  a fresh,  clean  specimen  resulting  from  a deep 
cough.  I agree  with  Dr.  Robert  Austrian,  who 
stated  that  collection  of  sputum  from  the  patient 
with  lower  respiratory  tract  disease  is  properly 
the  function  of  the  attending  physician,  and  it 
must  be  obtained  before  the  administration  of  an 
antimicrobial  agent.4  Furthermore,  the  specimen 


should  be  delivered  to  the  laboratory  immedi- 
ately; a delay  will  certainly  result  in  over-growth 
of  normal  oropharyngeal  microflora,  thus  render- 
ing interpretation  of  results  even  more  difficult. 

Once  arriving  in  the  laboratory,  the  specimens 
should  be  examined  prior  to  culturing;  those 
which  are'  watery  and  resemble  saliva  should  be 
rejected  out-of-hand,  the  head  nurse  notified  by 
phone,  and  the  laboratory  request  slip  marked 
“Specimen  unsatisfactory — repeat  collection  re- 
quested.” Likewise,  a specimen  containing  gross 
food  particles,  cigarette  tobacco,  vomitus,  or 
other  extraneous  material  should  be  rejected. 
Any  material  which  looks  like  tracheal  material 
(Leukens  tube,  bronchoscopic  secretions,  etc.) 
should  be  cultured.  It  must  also  be  noted  with 
emphasis  that  the  only  specimen  of  lower  respira- 
tory secretions  suitable  for  anaerobic  culture  is 
the  transtracheal  aspirate  ( for  reasons  previously 
discussed ) ; and  the  specimen  must  therefore 
have  been  collected  in  a sterile  tube  which  has 
been  previously  flushed  out  with  Ch-free  CO2  ( a 
“gassed-out”  tube)  to  preserve  an  anaerobic  at- 
mosphere during  transport  of  the  specimen. 

Several  recent  studies,  notably  those  by  Bart- 
lett5 at  the  Hartford  Hospital  and  Washington’s 
group  at  the  Mayo  Clinic,6  have  attempted  to 
evaluate  the  quality  of  the  coughed  sputum 
specimen  for  routine  culture.  Both  authors  uti- 
lize the  interpretation  of  the  Gram’s  stain  of  a 
direct  smear  of  the  sputum  before  inoculating  it 
on  culture  media,  and  both  examine  the  smear 
microscopically  under  low  power  (X100)  magni- 
fication. In  Bartlett’s  procedure,  the  slide  is  ex- 
amined for  the  presence  of  neutrophilis  (PMN), 
mucus,  and  squamous  epithelial  cells,  and  a 
rather  elaborate  scoring  system  is  carried  out. 
Positive  scores  are  recorded  for  PMN’s  (+1  to 
+2)  and  mucus  (+1),  while  negative  scores  are 
given  for  squamous  cells  (—1  to  —2).  Speci- 
mens with  scores  of  +1  to  +3  are  cultured;  if 
the  score  is  zero  or  less,  a written  and  phoned 
report  of  “Oropharyngeal  contamination,  please 
repeat”  is  rendered  and  the  specimen  is  refriger- 
ated for  72  hours  pending  a special  request  for  or 
consultation  regarding  its  processing. 

In  Washington’s  procedure,  only  the  number 
of  epithelial  cells  per  low  power  field  are  enu- 
merated. If  more  than  an  average  of  ten  squa- 
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mous  cells  per  field  are  observed,  the  specimen 
is  considered  unacceptable  for  culture  and  the 
nursing  station  so  notified.  The  laboratory  slip 
is  marked  “Microscopic  examination  shows  many 
epithelial  cells  indicating  oropharyngeal  contami- 
nation,” and  a repeat  collection  is  requested  by 
phone;  the  origipal  specimen  is  refrigerated  for 
24  hours  in  case  a special  request  is  made  for 
processing  it.  It  is  interesting  to  note  that  in 
over  500  specimens  examined,  the  gross  appear- 
ance of  the  sputum,  as  well  as  the  presence  and 
numbers  of  neutrophiles  seen  microscopically, 
proved  irrelevant  as  criteria  for  microbiological 
acceptability.7 

Both  Bartlett’s  and  the  Mayo  group’s  studies 
have  been  well  controlled,  especially  the  latter’s.6 
In  382  specimens  of  expectorated  sputa,  five 
groups  were  categorized  microscopically  by  the 
numbers  of  epithelial  cells  and  PMN  cells  per 
representative  field,  and  then  cultured  by  rou- 
tine methods.  The  bacteriological  findings  in 
each  category  were  also  compared  with  those  of 
47  transtracheal  aspirates.  Potential  pathogens 
(S.  aureus,  gram-negative  enteric  bacilli,  Pseu- 
domonas, etc. ) predominated  only  in  those  speci- 
mens showing  less  than  ten  epithelial  cells  and 
greater  than  25  PMN  cells  per  field,  a finding 
nearly  identical  to  that  of  the  transtracheal  speci- 
mens. The  Mayo  microbiologists  concluded, 
therefore,  that  this  method  can  be  successfully 
used  as  a screening  method  for  acceptability  of 
expectorated  sputum  for  culture.6  Incidentally, 
although  approximately  75%  of  the  first  speci- 


mens ( most  likely  collected  by  paramedical  per- 
sonnel) were  rejected  as  unacceptable,  a second 
specimen,  usually  collected  later  that  same  day, 
generally  met  the  acceptable  criterion,  namely, 
less  than  ten  epithelial  cells  per  field.  It  should 
be  noted  that  this  screening  technique  can  be 
used  only  with  coughed  sputum  and  is  not  ap- 
plicable- to  tracheal  aspirates,  bronchial  secre- 
tions, tracheostomy  specimens,  etc. 

Although  the  value  of  the  routine  sputum  cul- 
ture as  it  is  presently  carried  out  in  most  hospitals 
is  in  serious  doubt  for  the  reasons  cited  at  the 
beginning  of  this  report,  it  is  quite  likely  that 
expectorated  sputum  will  continue  to  be  sub- 
mitted to  the  microbiology  laboratory  for  rou- 
tine “culture  and  sensitivity.”  Therefore,  the 
foregoing  caveats — including  proper  collection, 
prompt  delivery,  and  a rapid  screening  procedure 
based  on  the  interpretation  of  a direct  Gram’s 
stain — will,  if  heeded,  result  in  bacteriological 
findings  which  are  meaningful  to  both  the  clini- 
cian and  the  patient,  as  well  as  the  microbiolo- 
gist. 
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removing  their  cause. 


GLYCOTUSS  (guaifenesin) 
is  the  effective  expectorant 
that  works  to  manage 
the  common  dry  cough. 

Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
percentage  of  coughs,  particularly  the  familiar  dry,  non-productive 
cough.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause' 
the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
other  guaiacols. 

Glycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
mucus  and  reduced  viscosity.  The  increased  flow  of  less  viscid 
secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
inspissated  mucus. 
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REPORTS  OF  SPECIAL  COMMITTEES 
(Continued) 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 

The  agonies  of  the  country  in  medical-legal  affairs 
have  had  their  counterparts  in  Delaware  this  year, 
but  have  not  reached  the  crisis  stage  that  has  de- 
veloped in  several  other  jurisdictions.  Because  the 
malpractice  problem  is  really  an  insurability  problem 
in  its  immediate  manifestation,  the  foresightedness 
of  the  Society  in  having  contracted  with  Aetna  to 
have  insurance  available  to  us  for  a period  of  five 
years  has  given  us  a measure  of  security.  Recent 
statements  from  the  State  Insurance  Commissioner, 
Robert  Short,  critical  of  rate  increases  beyond  a 
certain  amount,  have  added  to  our  sense  of  security 
and  have  enabled  us  to  proceed  without  panic.  Never- 
theless, a sense  of  urgency  is  clearly  appropriate,  and 
the  Medical  Society  has  developed  legislation,  which 
will  be  the  subject  of  a separate  report  aimed  at  at- 
tempting to  achieve  in  Delaware  some  measure  of 
legislative  relief  from  the  threatening  unavailability 
of  malpractice  insurance  coverage  at  an  affordable 
price.  “Affordable,”  it  must  be  remembered,  refers 
to  the  ability  of  the  patient  to  afford  the  price,  since 
the  patient,  ultimately,  pays  the  premium.  Public 
awareness  of  this  point,  that  the  patient  eventually 
pays,  seems  to  be  growing,  partly  as  a result  of  public 
outcries  and  protests  by  doctors  elsewhere,  and  legis- 
latures have  become  responsive  to  the  need  for  legis- 
lative relief. 

The  malpractice  screening  panel,  a joint  venture 
of  the  Delaware  State  Bar  Association  and  the  Medi- 
cal Society  of  Delaware,  has  been  one  mechanism  used 
in  the  past  to  control  the  malpractice  problem,  by 
attempting  to  weed  out  non-meritorious  suits.  Re- 
cently, the  decisions  of  the  panel,  which  are  really 
unenforceable,  have  failed  to  restrain  actions  against 
physicians.  The  total  impact  of  panel  hearings  has 
shifted  from  one  in  which  the  physician  stands  to 
benefit  from  the  process  to  one  in  which  he  is  offered 
no  real  protection  or  benefit,  but  in  which  he  is 
forced  to  reveal  information  beneficial  to  the  interest 


of  the  plaintiff.  The  unfairness  of  the  panel  to  the 
physician  has  become  manifest,  and  some  physicians 
have  refused  to  attend  them  as  defendants. 

All  of  this  points  out  the  unacceptability  of  the 
panel  in  most  circumstances,  and  gradually  an  aware- 
ness of  this  has  grown  also  among  the  attorneys. 

A change  of  chairmanship  to  Walter  Pepperman, 
II,  Esq.,  has  injected  a note  of  energy  and  enthusiasm 
toward  a plan  revision  that  was  interrupted  by  at- 
tention having  been  shifted  this  year  toward  the 
development  of  legislative  relief. 

A subcommittee  of  the  Medico-Legal  Affairs  Com- 
mittee is  planning  to  work  closely  with  the  counter- 
part subcommittee  of  the  Bar  Association  toward  the 
development  of  a revised  malpractice  screening  panel 
plan. 

To  this  end,  an  initial  proposal,  designed  only  to 
serve  as  a starting  point  for  discussions,  has  been  sub- 
mitted to  the  Bar  Association,  and  they,  in  turn, 
have  submitted  a proposed  plan  to  us. 

Although  these  plans  have  little  in  common  and 
the  real  deliberations  of  these  two  subcommittees  are 
only  about  to  begin,  using  these  two  proposals  as 
points  of  departure,  I have  a feeling  that  progress 
towards  an  improved  plan  can  be  made. 

However,  the  desirability  of  having  a malpractice 
screening  panel,  of  whatever  type,  ought  to  be  scru- 
tinized most  carefully  before  its  adoption  by  the 
Society,  particularly  since  the  emphasis  has  shifted — 
and  probably  more  appropriately — toward  the  de- 
velopment of  legislative  relief. 

Because  the  court  will  no  longer  provide  the  phy- 
sician with  the  "veil”  protecting  him  against  pre-trial 
publicity,  and  because  of  the  recent  tendency  for 
almost  all  of  the  cases  brought  before  the  panel  to 
have  been  filed  already,  and  therefore  to  have  been 
publicized,  the  physician  no  longer  has  the  induce- 
ment of  the  panel  to  help  him  settle  the  matter 
before  the  damage  done  by  the  publication  of  the 
suit  in  the  newspaper,  however  unmeritorious  the 
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suit  may  turn  out  to  be.  Attempts  have  been  made 
to  reestablish  the  "veil,”  but  to  no  avail. 

To  review  briefly  the  statistical  history  of  the 
panel,  which  began  in  1963,  the  least  activity  was  in 
1965  when  only  two  cases  were  heard  and  the  maxi- 
mum was  in  1974  when  twenty- two  cases  were  filed 
with  the  panel,  although  five  of  these  were  with- 
drawn prior  to  the  hearing.  Only  five  cases  have  been 
filed  with  the  panel  in  1975,  which  seems  to  reflect 
a general  lack  of  use  of  the  panel,  rather  than  any 
actual  decrease  in  malpractice  suit  activity  in  the 
community. 

The  rate  of  findings  in  favor  of  the  doctor  has 
remarkably  increased  in  the  past  several  years,  which 
I interpret,  in  part,  to  reflect  the  increasing  defensive- 
ness of  the  medical  community  against  the  onslaught 
of  malpractice  actions. 

As  chairman  of  the  committee,  I should  like  to 
suggest  a reorganization  of  the  committee,  which  was 
originally  constituted  on  a very  broad  base  with  a 
large  membership.  This,  apparently,  was  in  order  to 
provide  a broad  base  by  specialty  and  location  for  the 
selection  of  the  panelists.  The  committee  is  unneces- 
sarily large  for  the  conduct  of  the  committee  business 
in  the  narrow  sense,  and  I should  like  to  request  that 
it  be  reduced  to  a membership  of  six.  On  the  other 
hand,  I should  like  to  have  a roster  of  panelists  as 
broad  as  the  present  committee  membership,  but 
without  actual  committee  functions  to  perform.  This 
would  streamline  the  committee  mechanism  and  en- 
able us  to  deal  with  committee  business  more  effec- 
tively. 

Martin  Gibbs,  M.D. 

Chairman 

SUBCOMMITTEE  ON  MALPRACTICE 
SCREENING  PANEL 

My  numerous  letters  over  the  past  several  years 
have  reflected  my  concern  with  the  abuses  of  the 
Screening  Panel  which  I feel  has  operated  against  the 
physicians’  and  public’s  interests  increasingly  in  the 
recent  past.  I see  no  reason  to  believe  that  these 
abuses  will  decrease  and  I am  at  the  point  of  deciding, 
reluctantly,  that  the  Malpractice  Screening  Panel 
Plan  as  it  is  now  structured  should  be  terminated. 

Nevertheless,  I believe  also  that  a revised  Plan, 
should  we  be  successful  in  being  able  to  achieve  a 
satisfactory  one,  could  be  of  great  value.  As  you 
know,  revision  of  the  Plan  is  a formidable  task,  and 
a Plan  acceptable  to  the  Bar  Association  and  the 
Medical  Society  may  be  an  impossibility.  Initial  ex- 
cursions into  this  area  have  demonstrated  a willing- 
ness of  the  Bar  Association  to  work  with  us  to  explore 
the  possibilities  of  satisfactory  revision,  but  areas  of 
disagreement,  perhaps  insurmountable  disagreements, 
have  become  evident. 

I urge  that  the  Board  of  Trustees  endorse  the  efforts 


being  made  to  develop  a revised  Plan  and  that  until 
termination  of  the  present  Plan  a moratorium,  agreed 
to  by  the  Bar  Association  pending  the  construction 
of  a mutually  agreeable  revision,  be  established. 

I do  not  wish  to  see  the  chances  for  a satisfactory 
revision  jeopardized,  although  I am  not  optimistic 
that  a workable  revision  can  be  achieved.  As  you 
know,  the  most  promising  of  plans  have  had  great 
difficulties  and  the  New  York  State  Plan,  for  instance, 
a plan  with  far-reaching  powers  including  the  allo- 
cation of  awards,  was  followed  by  the  liability  in- 
surance debacle  we  all  know  so  well. 

Lastly,  the  eventual  significance  of  the  proposed 
legislative  relief  is  totally  unknown,  and  I should  not 
like  to  see  total  abandonment  of  the  Malpractice 
Screening  Panel  Plan  concept  until  its  usefulness  has 
been  clearly  eclipsed  by  superior  alternative  solutions. 

Martin  Gibbs,  M.D. 

Chairman 

MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

The  Medical  Society  of  Delaware  Committee  on 
Mental  Health,  Alcoholism,  and  Drug  Abuse  spon- 
sored a successful  program,  Drug  Abuse  Today,  on 
November  23,  1974.  There  was  good  attendance  by 
the  medical  community  and  the  drug  abuse  treatment 
professionals. 

Because  of  the  success  of  the  1974  program,  the 
Committee  is  organizing  and  sponsoring  a one-day 
seminar  for  medical  professionals  on  the  recognition 
and  treatment  of  the  adolescent  alcoholic.  A nation- 
ally recognized  authority  on  adolescent  alcoholism  as 
well  as  local  specialists  in  the  field  of  alcoholism  will 
be  participating  in  the  program.  Doctor  Joyce  Pear- 
son is  the  chairman  of  the  program  subcommittee 
and  has  written  a brochure  describing  current  treat- 
ment facilities  as  an  adjunct  to  the  fall  meeting.  The 
brochure  has  been  distributed  to  Delaware  physicians 
through  the  Medical  Society  of  Delaware  Newsletter. 

The  Committee  has  expressed  interest  in  gathering 
information  about  current  programs  in  other  state 
medical  societies  to  aid  the  alcoholic,  mentally  ill, 
and  drug-abusing  physician  to  obtain  proper  treat- 
ment. A formal  statement  and  possibly  recommenda- 
tions for  implementation  of  a "sick  physician’s”  pro- 
gram in  Delaware  will  be  presented  later. 

Janet  P.  Kramer,  M.D. 

Chairman 

NATIONAL  LEGISLATION  COMMITTEE 

The  Committee  on  National  Legislation  was  or- 
ganized at  a meeting  18  July  1974.  Its  first  meeting 
this  year  was  on  29  January  1975.  Three  other 
meetings  were  held. 
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National  legislation  pertaining  to  a National 
Health  Insurance  bill  was  discussed.  A meeting  was 
devoted  to  a useful  and  instructive  session  with  Ms. 
Debbie  Donovan  of  Congressman  Pierre  S.  duPont’s 
staff.  Finally  the  Committee  reviewed  and  com- 
mented upon  draft  legislation  from  the  Ad  Hoc  Com- 
mittee on  Medical  Malpractice  Insurance. 

It  has  been  reported  that  about  25  00  health-related 
bills  are  now  being  introduced  into  the  national 
legislature  annually.  Clearly  this  Committee  can  do 
little  more  than  to  study  the  tip  of  the  tip  of  the 
iceberg. 

Allston  J.  Morris,  M.D. 

Chairman 

PUBLIC  RELATIONS  COMMITTEE 

The  most  significant  happening  during  the  past 
year  has  been  that  the  Public  Relations  Committee 
of  the  Medical  Society  of  Delaware  has  combined 
with  the  Community  Affairs  Committee  of  the  New 
Castle  County  Medical  Society  and  has  hopefully 
stopped  duplication  of  work  by  the  two  committees. 

The  Committee’s  work  this  year  has  revolved 
around  continuing  interest  in  the  problems  of  medical 
care  in  Delaware  prisons.  Mr.  Paul  Keve,  the  Direc- 
tor of  the  Division  of  Adult  Corrections,  has  been 
obtaining  advice  regarding  the  medical  facilities. 

The  Committee  has  reviewed  a proposal  by  Mrs. 
Frances  West,  Director  of  the  State  Division  of  Con- 


sumer Affairs,  regarding  obtaining  a Medical  Direc- 
tory which  would  give  consumers  information  re- 
garding hours,  fees,  hospital  affiliation,  continuing 
education,  acceptance  of  Medicare  and  Medicaid  pa- 
tients, and  practice  habits,  such  as  coverage  and  ways 
of  collecting  fees.  The  questionnaire  had  been  re- 
viewed with  the  Committee,  but  prior  to  final  ap- 
proval, the  questionnaire  had  been  circulated  to  phy- 
sicians. The  Public  Relations  Committee  is  still 
evaluating  the  questionnaire  before  making  any  final 
recommendations. 

David  E.  Saunders,  M.D. 

Chairman 

(The  House  stressed  that  a medical  directory 
should  be  directed  toward  availability  of  services 
only.) 

SCHOOL  HEALTH  COMMITTEE 

The  School  Health  Committee  has  met  twice  and 
been  represented  on  the  State  School  Health  Advisory 
Committee  to  the  Board  of  Education  of  the  State 
of  Delaware  in  its  bi-monthly  meetings.  There  have 
been  good  attendance  and  participation  in  the  meet- 
ings. 

Support  was  given  to  the  position  paper  on  Health 
Education  being  developed  by  Edith  Vincent,  the 
Supervisor  of  School  Nurses  of  the  State  and  Direc- 
tor of  Health  Education,  who  has  attended  our  meet- 
ings. A copy  is  attached 
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We  have  been  concerned  about  the  problem  of 
getting  permission  for  treating  pupils  who  develop 
acute  problems  during  school,  especially  when  par- 
ental permission  is  not  available.  We  have  reviewed 
draft  legislation  to  cover  this  exigency  and  made 
some  suggestions  to  improve  it. 

We  have  been  concerned  about  the  timing  of  phy- 
sical examinations  for  students  participating  in  inter- 
scholastic sports.  There  is  still  not  complete  agree- 
ment between  the  practicing  physicians  and  the 
Division  of  Public  Health.  In  order  to  aim  for  good 
quality  examinations,  the  physicians  on  the  Com- 
mittee in  private  practice  maintain  that  an  examina- 
tion within  twelve  months  of  the  sport  season  should 
suffice  as  long  as  there  has  not  been  an  interval  signifi- 
cant illness  or  injury.  Otherwise  there  tends  to  be 
a concentration  of  examinations  several  days  before 
the  sport  season,  which  does  not  allow  for  an  ade- 
quate examination.  There  has  also  been  some  con- 
cern over  the  fact  that,  in  spite  of  reducing  the  fre- 
quency of  periodic  examinations  required  for  all 
students  in  the  public  school  system,  the  money 
allowed  for  such  examinations  is  not  available  for 
sports  physicals  for  the  students  who  cannot  afford 
private  examinations. 

The  Committee  was  pleased  to  learn  of  the  con- 
ferences being  sponsored  by  the  Alfred  I.  duPont 
Institute  for  coaches  and  trainers.  There  was  concern 
about  the  need  for  a better  understanding  on  the 
coach’s  part  regarding  the  student  athlete  who  has 
been  injured  and  wishes  to  return  to  play.  The  need 
for  medical  consultation  for  some  of  the  out-of- 
school sporting  events  such  as  the  Pop  Warner  Foot- 
ball league  was  noted  since  apparently  spearing  has 
been  encouraged  by  some  when  it  should  be  penalized. 

Revision  of  the  nurse’s  handbook  to  clarify  the  re- 
lationship of  nurses’  aides  and  LPN’s  in  the  school 
situation  will  it  is  hoped  clarify  some  of  the  problems 
noted  there, 

Doctor  Warren  Johnson  pointed  out  to  the  Com- 
mittee some  of  the  problems  associated  with  wide- 
spread use  of  the  Rubella  vaccine.  Since  it  does  not 
always  give  protection  and  herd  immunity  does  not 
seem  to  occur,  he  pointed  out  that  an  uncompromis- 
ing attitude  on  the  part  of  the  school  districts  on 
insisting  that  all  children  be  vaccinated,  gives  a false 
sense  of  security  for  the  6%  who  will  not  be  bene- 
fited. Improved  vaccines  may  help. 

The  Committee  reaffirmed  previous  stands  on  the 
importance  of  health  education  and  the  need  to  give 
it  priority  not  usually  found  in  the  educational  sys- 
tem. The  continued  lack  of  leadership  by  the  Uni- 
versity of  Delaware  in  this  field  was  noted.  There 
is  a need  for  qualified  teachers  in  the  field  and  for 
elementary  school  teachers  with  enough  training  in 
health  education  to  carry  out  the  mandates  they  have 
been  given  to  teach  in  this  field.  There  is  still  no 


health  education  included  in  the  training  of  elemen- 
tary school  teachers,  and  those  who  want  to  take 
courses  in  health  education  have  to  go  outside  of  the 
State  of  Delaware.  Previous  medical  society  recom- 
mendations on  this  subject  have  been  ignored. 

Robert  W.  Frelick,  M.D. 

Chairman 

POSITION  PAPER  ON  HEALTH  EDUCATION, 
STATE  DEPARTMENT  OF 
PUBLIC  INSTRUCTION 
HEALTH  EDUCATION  IN  THE  SCHOOLS— 

A RATIONALE 

Many  people  today  enjoy  better  health  and  a greater 
life  span  than  ever  before  as  a result  of  research,  im- 
proved medical  care,  new  drugs,  public  health  pro- 
grams, and  health  education.  Health  care  is  this  na- 
tion’s largest  industry  with  $8  5 billion  being  spent  an- 
nually, representing  7%  percent  of  the  gross  national 
product.  Still,  forty  million  people  do  not  have  ade- 
quate medical  care.  With  all  the  money  being  spent 
on  health  services  and  products,  less  than  one-half 
of  one  percent  actually  goes  into  prevention,  which 
includes  health  education.  Lack  of  identity,  imma- 
turity, emotional  instability,  aggressive  behavior,  sui- 
cide, depression,  alcoholism,  drug  abuse,  obesity  and 
la^k  of  n!>,,s;cal  fitness  limit  individual  potential  and 
affect  children,  family,  and  community.  These  are 
complex  problems  which  cannot  be  prevented  or 
managed  by  physicians  alone,  nor  by  individuals  or 
any  professional  discipline  alone.  The  motivation  of 
an  individual’s  behavior  to  maintain  and  preserve  a 
level  of  wellness  is  a most  perplexing  problem.  The 
question  is  no  longer  one  of  how  to  make  life  better, 
but  how  to  make  it  continue  and  how  to  help  the 
individual  to  think  through  his  actions,  to  foresee  the 
consequences  of  his  own  behavior,  and  to  accept  re- 
sponsibility for  his  interpersonal  relationships. 

School  administrators,  in  the  absence  of  well-plan- 
ned health  instruction,  have  often  yielded  to  pressure 
groups  to  focus  on  a special  problem,  such  as  we  have 
recently  observed  in  drugs  and  now  in  alcohol.  While 
this  categorical  approach  has  focused  attention  on  the 
need  to  improve  health  education,  the  over-emphasis 
on  a health  problem  may  result  in  neglect  or  omission 
of  other  pertinent  health  problems.  New  approaches, 
therefore,  must  be  found  to  make  health  education  a 
priority  in  order  that  the  individual  can  learn  to 
cope  with  the  present  and  future  health  system  and 
to  undertake  a more  active  role  in  the  maintenance 
an^  preservation  of  his  social,  physical,  and  mental 
health. 

The  present  status  of  health  education  in  the  public 
schools  of  Delaware  reflects: 

ineffectiveness  of  instruction  methods 

inadequate  preparation  of  staff 

lack  of  support  for  health  education  by  some  ad- 
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HEALTH  SGfENOBS  brlBRAR® 

UNIVERSITY  OF  MA1WUAN0 
BALTIMORE 

IS  YOUR  RETIREMENT  PLAN 
STILL  ON  TARGET? 

At  some  time  or  other,  all  of  us  have  given  consideration  to  a 
financial  plan  that  will  assure  a comfortable  retirement. 

Unfortunately,  all  too  few  of  us  review  our  plans  periodically  to 
see  if  they  are  standing  up  under  the  tests  of  time  and  changing 
circumstances. 

CANNON  & COMPANY,  INC.,  the  service  agent  for  PRO  SERVICES, 

INC.  and  your  Society  Keogh  Plan,  offers  all  Society  members  a free, 
no  obligation  “financial  check-up”  including: 

• Measure  Your  Current  Needs 

• Estimate  your  Retirement  Needs 

• Project  Your  Current  Plan  to  Retirement 

• Integrate  Your  Plan  with  the  New  Keogh  Law 

• Maximize  Your  Tax  Deductions 

Start  planning  early  to  take  full  advantage  of  the  larger  Keogh 
deductions  available  to  you  this  year. 

CALL  OR  WRITE 

CANNON  & COMPANY,  INC 
and 

CASTLE  & CANNON,  INC. 

1107  Bethlehem  Pike 
Flourtown,  Pennsylvania,  19031 
(215)  836-1300 

JAMES  R.  CASTLE,  PRESIDENT 
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ministrators,  teachers,  parents,  health  agencies 
and  community 

placement  of  health  education  in  the  physical  edu- 
cation area — too  often  to  the  detriment  of  health 
education 

lack  of  current  materials  and  teaching  aids 
lack  of  commitment  on  the  part  of  teachers  and 
administration. 

The  Local  Boards  of  Education,  Board  of  School 
Trustees  and  administrators  have  a definite  responsi- 
bility in  providing  an  adequate  instructional  program. 
This  is  prescribed  by  the  School  Code,  Title  14,  Sub- 
chapter 122,  School  Laws,  1973: 

"Determining  the  minimum  course  of  study  for 
all  public  elementary  schools  and  all  public  high 
schools  of  the  State,  including  provisions  that  all 
elementary  school  subjects  be  taught  in  the  Eng- 
lish language  in  all  schools  in  the  State,  and  re- 
quiring that  all  pupils  of  all  public  elementary 
schools  and  all  public  high  schools  of  the  State 
be  instructed  in  physiology  and  hygiene  with 
special  reference  to  the  effects  of  alcoholic 
drinks,  stimulants  and  narcotics  upon  the  human 
system;” 

The  suggested  time  allotment  in  the  formation 
of  a weekly  schedule  in  the  elementary  school  is: 
science  and  health  in  grades  one  to  two,  100-150 
minutes;  and  in  grades  three  to  six,  15  0-200  minutes. 
Health  education  must  be  provided  in  grades  seven 
or  eight  for  a minimum  of  one  semester  as  required 
by  regulation.  Health  education  may  be  taught  at 
any  grade  level  from  nine  to  twelve  in  order  to  ac- 
cumulate one-half  credit.  The  one-half  credit  is 
earned  apart  from  the  requirement  for  physical  edu- 
cation and  health  instruction  associated  with  other 
subjects. 

The  opportunity  to  improve  the  health  program 
seems  to  be  greater  at  this  time  due  to  the  Compre- 
hensive Health  Services  and  Resources  Survey  under- 
way by  all  public  and  private  agencies,  the  increased 
interest  in  the  social  and  health  problems  of  alcohol, 
drugs  and  tobacco,  and  the  demand  by  the  consumers, 
especially  the  pupils.  Instruction  solely  from  the  text- 
book is  not  sufficient  to  obtain  desired  results.  Health 
problems,  both  personal  and  those  existing  within  the 
school  and  community,  the  everyday  experiences  and 
interest  and  the  current  scientific  findings  must  be 
integrated  into  health  instruction.  Opportunities, 
therefore,  must  be  provided  whereby  pupils  can  put 
into  daily  practice  the  health  knowledge  they  have 
learned.  Some  of  the  recommendations  are: 

existing  curricula  and  policies  towards  health  edu- 
cation should  be  reviewed,  evaluated,  and  mod- 
ernized 

health  education  should  be  included  in  the  curri- 
culum at  the  Delaware  State  College  and  the 
University  of  Delaware  for  all  school  teachers 


in  order  that  they  can  do  the  job  that  has  been 
designated  to  them  under  State  law 

community  agencies,  local  professional  and  lay 
groups  need  to  become  involved  in  the  health 
education  program 

experimental  and  innovative  techniques  and  mater- 
ials should  be  developed  to  assist  the  teachers  to 
realize  their  goals. 

Perhaps  the  single  most  important  contribution 
those  involved  in  the  health  education  could  make  is 
to  be  more  responsive  to  basic  human  needs.  If  any 
program  is  to  assist  the  individual  to  cope  with  life’s 
problems — including  those  of  drugs,  alcohol,  and 
tobacco — it  must  be  meaningful,  stimulating,  rele- 
vant to  the  problems  and  experiences  of  the  individ- 
ual. If  the  health  and  well-being  of  school  age  chil- 
dren can  be  considered  a priceless  commodity,  and  if 
this  is  essential  to  the  realization  of  other  educational 
and  social  goals,  then  the  time  for  action  in  the  areas 
of  health  education  is  now. 

(The  House  of  Delegates  voted  to  go  on  public 
record  in  disapproving  the  use  of  spearing  in  school 
football  as  well  as  in  Little  League-type  football 
games,  and  in  recommending  that  spearing  be  desig- 
nated a penalty-invoking  infraction.  Further  the 
House  went  on  record  as  urging  better  educational 
facilities  for  the  training  of  persons  who  wish  to  be- 
come health  educators  and  recommended  that  teacher 
candidates  for  elementary  grades  be  certified  in 
health  education  of  some  substance  and  that  the  Uni- 
versity of  Delaware  be  asked  to  require  a graduate 
of  the  School  of  Education  to  have  a course  in  health 
education.) 

AD  HOC  BICENTENNIAL  COMMITTEE 

The  Ad  Hoc  Bicentennial  Committee  met  two 
times  during  the  past  year.  The  Committee  recom- 
mendations for  observance  of  the  Bicentennial  were 
turned  down  by  the  Board  of  Trustees  because  of  a 
tight  budget.  The  Committee,  however,  decided  to 
provide  at  the  Annual  Meeting  and  several  other  times 
during  the  year  a disolav  depicting  outstanding  medi- 
cal contributions  of  Delaware. 

Allen  C.  Wooden,  M.D. 

Chairman 

AD  HOC  COMMITTEE  ON  BLOOD  BANKING 

This  Committee  was  appointed  by  the  Medical  So- 
ciety President  to  deal  primarily  with  the  effect  of 
the  National  Blood  Policy  of  the  Federal  Government 
as  of  July  1973  on  blood  banking  in  Delaware.  This 
policy,  as  implemented  by  the  Department  of  HEW, 
calls  for  a new  entity  known  as  the  American  Blood 
Commission.  This  Commission  will  establish  inte- 
grated blood  programs  throughout  the  United  States 
and  therefore  will  affect  blood  banking  in  the  State 
of  Delaware. 
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The  Committee  met  on  three  occasions  during 
1 97L  During  the  first  meeting  members  of  the 
Blood  Bank  of  Delaware  presented  to  the  Committee 
a proposal  which  established  a Community  Blood 
Bank  encompassing  the  State  of  Delaware  and  the 
Eastern  Shore  of  Maryland  and  Virginia.  This  pro- 
posal fulfilled  the  criteria  of  the  Federal  Government 
in  order  to  be  designated  as  an  Integrated  Regional 
Program  by  the  American  Blood  Commission.  The 
Committee  next  wished  to  study  how  the  proposal 
would  affect  blood  banking  in  Delaware.  The  Com- 
mittee submitted  the  proposal  for  study  to  the  Dela- 
ware State  Pathology  Society.  The  Delaware  State 
Pathology  Society  agreed  with  the  proposal  with  cer- 
tain reservations:  that  the  present  facilities  should 
not  shut  down  but  continue  to  bleed  on  a reduced 
basis  for  cases  of  emergency  or  breakdown  of  the 
central  system,  and  that  there  is  not  enough  control 
in  the  proposal  by  those  knowledgeable  in  blood 
banking. 

The  Ad  Hoc  Committee  on  Blood  Banking  met 
again  on  June  10th,  and  on  the  basis  of  comments 
from  the  Delaware  State  Pathology  Society  and  its 
own  discussion,  the  Committee  voted  in  favor  of  ac- 
cepting the  concept  of  community  blood  banking 
but  rejected  approval  of  the  proposal  of  the  Blood 
Bank  of  Delaware  because  of  inadequate  medical  in- 
put in  the  administration  of  the  central  facility,  the 
lack  of  a full-time  medical  director,  and  an  un- 
realistic budget  for  training  of  technicians.  We  also 
agreed  strongly  with  the  need  for  a back-up  system. 

Philip  R.  Walker,  M.D. 

Chairman 

AD  HOC  COMMITTEE  ON  CONTINGENCY  FEES 

Mr.  President,  this  Committee  was  originally  ap- 
pointed because  of  a member’s  concern  that  the  mal- 
practice problem  was  the  result  of  the  Contingency 
Fee  system.  In  the  course  of  the  several  meetings  of 
this  Committee  and  its  somewhat  indefinite  mem- 
bership because  of  the  participation  of  numerous 
guests,  the  designation  as  "Contingency  Fee”  Com- 
mittee became  obviously  inadequate,  and  the  Com- 
mittee really  functioned,  with  your  full  agreement, 
as  an  exploratory  committee  searching  for  some  kind 
of  legislative  relief.  Indeed,  at  your  suggestion  we 
did  not  even  limit  our  considerations  to  legislative 
relief,  but  that  turned  out  to  be  the  area  in  which 
the  substantive  efforts  took  place. 

At  various  times  the  Committee  members  were 
aided  in  their  search  and  their  deliberations  by  state 
legislators,  by  the  Insurance  Commissioner,  Mr. 
Robert  Short,  and  by  wide  discussions — most  of 
them  informal — and  considerable  correspondence  with 
attorneys,  Federal  Congressmen,  and  other  interested 
and  well-informed  persons. 

This  Committee  also  had  the  inestimable  help  of 
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REAL  ESTATE 
INVESTMENT 

By  Terry  A.  Strine 

LAND  can  be  one  of  the  safest  in- 
vestments available  in  times  of  economic 
uncertainty.  It  has  value  as  a producer 
of  food  and  timber,  for  home  sites  and 
recreation.  In  addition  to  being  a hedge 
against  inflation,  it  offers  the  investor 
tax  shelter  (if  organized  as  a working 
operation)  and  income.  (Land  can  be 
rented  for  crops,  hunting,  signs;. can  be 
timbered,  or  planted  with  Christmas 
trees). 

Farm  land  can  be  bought  in  partner- 
ship or  individually,  in  parcels  small  and 
large  - 10  acres  or  460  acres;  $5,000 
can  be  enough  to  begin. 

Here  are  some  tips  you  might  find 
useful. 

1 . Buy  wholesale  — sell  retail,  e g.  ac- 
quire 10  acres,  subdivide,  and  sell  five 
2-acre  hcmesites. 

2.  Buy  during  the  pre-development 
stage,  before  there  are  large  develop- 
ments in  the  immediate  area,  but  with 
enough  individual  homebuilding  activity 
nearby  to  clearly  indicate  public  aware- 
ness and  interest  in  the  area. 

3.  See  all  property  as  cleared  and 
vacant.  The  highest  future  value  may 
find  that  old  farmhouse  gone,  brush  and 
trees  removed,  a pond  in  the  marshy 
area.  Never  let  “what  is”  restrict  your 
vision  of  “what  could  be”. 

4.  Be  imaginative.  Have  you  ever 
pitied  homeowners  on  a busy  road  in 
New  Castle  County?  That  noisy,  busy 
spot  could  be  an  ideal  location  for  a 
branch  bank,  real  estate,  or  professional 
office. 

5.  Above  all,  get  competent  ADVICE. 

More  liberal  terms  can  sometimes  be 

found  in  land  than  with  most  other 
forms  of  investment.  25%  down,  10%, 
and  even  no  down  payment  purchases 
are  possible.  Land  ownership  requires 
less  involvement  and  effort  than  many 
other  forms  of  real  estate.  But,  unlike 
income,  properties  (apartments,  etc.) 
land  may  not  generate  sufficient  income 
to  cover  the  carrying  costs  of  interest 
and  taxes. 

These  factors,  in  light  of  your  per- 
sonal situation  - income,  age,  interests, 
and  time  for  management  - must  be 
carefully  considered.  But  don’t  ignore 
the  possibilities  of  land  mvestment. 

Terry  A.  Strine  ^ Alan  J.  Matas 

I nvestors^  Rea  It  y 

Division  of  C.D.  Shepherd  Real  Estate 

2117  Silverside  Road 
Wilmington,  Delaware  19810 
(302)475-1415 
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Mr.  John  Bader,  Esq.,  who  gave  legal  form  and  wis- 
dom to  its  effort.  Mr.  Walter  Pepperman,  II,  Esq., 
was  also  present  at  an  important  early  meeting,  and 
he  conveyed  opinions  reflecting  his  attitudes  as  an 
attorney  although  he  felt  that  he  was  unable  to  speak 
in  behalf  of  the  entire  Bar  Association. 

The  products  of  this  Committee’s  efforts  are  two 
pieces  of  legislation  largely  patterned  after  the  Indi- 
ana bills  (H.B.  460  and  H.B.  666).  These  bills  were 
selected,  from  among  the  many  bills  reviewed,  as 
having  been  the  most  desirable  of  the  legislative  pro- 
posals aimed  at  relieving  the  malpractice  crisis.  Ob- 
vious difficulties  in  transferring  these  concepts  from 
a large  state,  such  as  Indiana,  to  a small  state,  such 
as  Delaware,  needed  to  be  resolved,  and  the  resolution 
was  not  entirely  satisfactory,  in  my  opinion.  For 
that  reason  the  second  bill,  H.B.  666,  was  drafted 
and,  I feel,  has  largely  eliminated  some  of  the  bureau- 
cratic difficulties  implicit  in  the  first  bill.  H.B.  460 
is  on  file  in  the  Society  office  for  those  who  would  like 
to  read  it;  H.B.  666  was  reprinted  in  the  August  issue 
of  the  Delaware  Medical  Journal. 

In  the  course  of  this  Committee’s  activities,  I had 
the  opportunity  to  attend  meetings  in  Washington 
and  elsewhere,  and  to  correspond  with  many  people 
about  these  problems.  I am  attaching  to  this  report 
a letter  written  to  Mr.  Victor  Battaglia,  Esq.,*  as  a 
comment  upon  his  letter  to  Senator  Joseph  Biden. 
Senator  Biden’s  comment  about  my  letter  is  also  at- 
tached.* As  you  can  see  from  this  letter,  I feel 
strongly  that  there  has  been  too  much  emphasis  upon 
the  interest  of  the  physician  in  resolving  the  mal- 
practice problem.  The  dominant  interest  really  is  the 
interest  of  the  community,  and  the  problem  is  a 
problem  for  the  community,  and  its  roots  go  deep 
into  the  way  the  community  has  set  up  the  defini- 
tion of  medical-legal  disputes  and  the  mechanism  for 
resolving  them.  Every  citizen  who  is  aware  of  the 
inefficiencies,  delays,  and  distortions  of  the  system 
should  be  desirous  of  correcting  it.  This  is  a matter 
that  goes  beyond  the  needs  of  the  doctors  to  have 
the  problem  solved  so  that  they  may  continue  to  take 
care  of  their  patients. 

Martin  Gibbs,  M.D. 

Chairman 

'On  file  in  the  Society  office. 

NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held 
at  the  Delaware  Academy  of  Medicine  on  August  13, 
1975  to  consider  positions  to  be  filled  for  the  year 
September  1975  through  1976. 

The  following  nominations  were  made: 
Vice-President  — John  H.  Benge,  M.D. 

Secretary  — David  A.  Levitsky,  M.D. 

Treasurer  — Peter  R.  Coggins,  M.D. 
Representative  to  the 
Delaware  Academy 

of  Medicine  — Joseph  W.  Abbiss,  M.D. 


FOR  STANDING  COMMITTEES: 

Budget  Committee 

Thomas  R.  Brooks,  M.D. 

Conley  L.  Edwards,  M.D. 

Christos  S.  Papastavros,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Robert  T.  Beattie,  M.D. 

I.  Favel  Chavin,  M.D. 

Ronald  C.  Corbalis,  M.D. 

Martin  J.  Cosgrove,  M.D. 

Conley  L.  Edwards,  M.D. 

Warren  R.  Johnson,  M.D. 

John  M.  Levinson,  M.D. 

Douglas  W.  MacKelcan,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Carl  P.  Mulveny,  M.D. 

Walter  Omans,  M.D. 

Joaquin  J.  Palacio,  M.D. 

Jae  Kyun  Park,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Robert  J.  Scacheri,  M.D. 

Donald  Schetman,  M.D. 

William  G.  Slate,  M.D. 

Roger  B.  Thomas,  Jr.,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Medical  Review  Committee 

James  P.  Aikins,  M.D. 

Daniel  A.  Alvarez,  M.D. 

Joseph  E.  Belgrade,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Jason  L.  Campbell,  M.D. 

Luis  L.  David,  M.D. 

Edward  Dennis,  M.D. 

Conley  L.  Edwards,  M.D. 

Albert  Gelb,  M.D. 

John  T.  Hogan,  M.D. 

Alfred  Lazarus,  M.D. 

John  M.  Levinson,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 

Walter  W.  Moore,  M.D. 

Joaquin  J.  Palacio,  M.D. 

William  F.  Renzulli,  M.D. 

Edmund  S.  Scott,  D.O. 

Medical  Services  Insurance  Committee 

Joseph  A.  Arminio,  M.D. 

Joseph  M.  Barsky,  Jr.,  M.D. 

Joseph  E.  Belgrade,  M.D. 

John  H.  Benge,  M.D. 

I.  Favel  Chavin,  M.D. 

William  B.  Cooper,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

V.  Terrell  Davis,  M.D. 

Neil  A.  de  Leeuw,  M.D. 

Thomas  E.  Dyer,  M.D. 
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Conley  L.  Edwards,  M.D. 
Robert  E.  Erb,  M.D. 

Palmarin  C.  Francisco,  M.D. 
Martin  Gibbs,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  Keith  Hamilton,  M.D. 
Forrest  G.  Hawkins,  M.D. 
Charles  E.  Hill,  M.D. 

Alfred  Lazarus,  M.D. 

John  M.  Levinson,  M.D. 
William  R.  Mast,  M.D. 

Robert  L.  Meckelnburg,  M.D. 
Walter  W.  Moore,  M.D. 
Christos  S.  Papastavros,  M.D. 
McHenry  Peters,  M.D. 

Edward  M.  Phillips,  D.O. 

David  Platt,  M.D. 

Oleh  Sluzar,  M.D. 

Ignatius  J.  Tikellis,  M.D. 
Howard  Wilk,  M.D. 

Program  Committee 

Lanny  Edelsohn,  M.D. 

Mustafa  Oz,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 
Stuart  W.  Rose,  M.D. 

Eleonora  Schneider,  M.D. 
Charles  M.  Smith,  M.D. 

Public  Laws  Committee 

Robert  Abel,  Jr.,  M.D. 

John  W.  Alden,  Jr.,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 
Norman  L.  Cannon,  M.D. 

V.  Terrell  Davis,  M.D. 

Edward  S.  Dennis,  M.D. 
Christopher  R.  Donoho,  M.D. 
Thomas  E.  Dyer,  M.D. 

Edward  F.  Gliwa,  M.D. 

Ali  Z.  Hameli,  M.D. 

Charles  E.  Hill,  M.D. 

David  Howard,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 
Marjorie  J.  McKusick,  M.D. 
Allston  J.  Morris,  M.D. 
Emanuel  M.  Renzi,  M.D. 

Gerald  J.  Savage,  M.D. 

Hugo  B.  Schwandt,  M.D. 

Publications  Committee 

Robert  B.  Flinn,  M.D. 

Vincent  DelDuca,  Jr.,  M.D. 
William  J.  Holloway,  M.D. 

E.  Wayne  Martz,  M.D. 

Richard  H.  Morgan,  M.D. 
Bernadine  Z.  Paulshock,  M.D. 
William  A.  Taylor,  M.D. 

Board  of  Medical  Examiners 

Edward  S.  Dennis,  M.D. 
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Judith  G.  Tobin,  M.D. 

James  Beebe,  Jr.,  M.D. 

John  E.Benzel,M.D. 

Charles  Allen,  M.D. 

Warren  R.  Johnson,  M.D. 

David  Platt,  M.D. 

C.  E.  Graybeal,  M.D. 

John  A.  J.  Forest,  Jr.,  M.D. 

Ward  W;  Briggs,  M.D. 

Delegate — American  Medical  Association — Rhoslyn 

J.  Bishoff,  M.D.  (term  expires  12-31-77) 

Alternate  Delegate — American  Medical  Association 

— Joseph  E.  Belgrade,  M.D.  (term  expires 

12-31-77) 

Calvin  B.  Hearne,  M.D. 

Chairman 
Jason  L.  Campbell,  M.D. 

Thomas  E.  Dyer,  M.D. 

O.  Keith  Hamilton,  M.D. 

Harold  Rafal,  M.D. 

AMERICAN  CANCER  SOCIETY, 
DELAWARE  DIVISION,  INC. 

The  Delaware  Division  of  the  American  Cancer 
Society  will  complete  another  year  of  active  program- 
ming by  August  31,  1975. 

The  Public  Education  focused  on  action-oriented 
programs.  Early  detection  efforts  were  aimed  at 
known  high  risk  groups  which  included  pre-  and  post- 
menopausal women  and  men  over  65.  Of  particular 
interest  were  people  in  low  income  groups  as  well  as 
distinct  ethnic  groups.  During  the  twenty-two 
screening  clinics  held  throughout  the  State,  a total  of 
1,432  men  and  women,  ages  17-88  years  participated 
in  these  programs.  In  addition  20,000  plus  adults 
and  more  than  16,000  youths  were  reached  through 
Public  Education  programs  which  included  films, 
anatomical  models,  and  speakers.  The  cooperation  of 
schools,  industry,  business;,  clergy,  and  community 
agencies  is  especially  commendable.  Much  assistance 
has  been  received  from  the  Delaware  Division  of 
Public  Health  and  the  Delaware  Breast  Cancer  Net- 
work. 

A unique  National  ACS/Delaware  Division  ACS 
colo-rectal  screening  project  involving  2,900  men 
and  women  over  5 5 will  be  completed  by  August  31, 
1975. 

The  ministers’  seminar  co-sponsored  by  the  Inter- 
denominational Ministers’  Association  of  Wilmington 
was  held  in  June  for  the  purpose  of  generating  cancer 
education  in  the  churches  of  New  Castle  County. 

The  Professional  Education  program  assisted  the 
medical  and  allied  health  professionals  in  providing 
comprehensive  and  quality  health  care  for  early  de- 
tection and  prompt  treatment  of  cancer.  Confer- 
ences, publications,  films,  and  other  materials  are  used 
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to  improve  programming  for  physicians,  dentists, 
nurses,  and  clergy. 

The  Cancer  Society  is  prepared  to  present  a pro- 
gram in  the  community  hospitals  to  demonstrate  the 
professional  education  materials  for  use  by  interested 
professionals. 

Medical  libraries,  in  hospitals  and  nursing  schools 
received  copies  of  all  ACS  publications  released  during 
the  year.  All  physicians  received  six  issues  of  CA — A 
Cancer  Journal  for  Physicians.  (Physicians  who  did 
not  receive  this  publication  are  invited  to  notify  Can- 
cer Society  headquarters  so  that  omissions  can  be  cor- 
rected.) 

The  revised  edition  of  "Clinical  Oncology  for 
Medical  Students  and  Physicians”  has  been  in  great 
demand.  Approximately  100  copies  have  been  dis- 
tributed. 

Four  new  films  for  physicians,  one  new  film  for 
nurses,  and  a revised  edition  of  the  Nurses’  Cancer 
Source  Book  are  also  receiving  wide  distribution. 

The  Professional  Education  Committee  announces 
the  following  plans  for  1975-1976: 

A cancer  seminar  for  pharmacists 


A cancer  seminar  for  social  workers 
A cancer  conference  for  nurses 
A cancer  conference  for  student  nurses 
The  special  appreciation  of  the  Cancer  Society  is 
extended  to  the  County  Medical  Societies  and  the 
Medical  Society  of  Delaware  for  their  support  and 
advice;  to  the  editors  of  the  Delaware  Medical  Journal 
for  publishing  news  items,  announcements  of  national 
cancer  meetings,  and  the  release  of  new  professional 
education  materials  for  physicians;  and  to  all  the 
physicians  who  have  volunteered  their  services  to  con- 
duct educational  and  informational  meetings  and 
screening  programs. 

The  Public  Information  Department  announces 
that  over  120  informative  articles  appeared  in  15 
State  newspapers  during  the  year.  The  daily  news- 
papers were  generous  in  giving  ACS  space  for  local 
human  interest  stories.  The  Black  community-orien- 
ted newspaper,  "Delaware  Spectator,”  informed  its 
readers  about  cancer  prevention  and  included  a human 
interest  story  on  uterine  cancer. 

Members  of  the  Committee  produced  quality  radio 
spot  announcements.  Support  for  the  numerous  spe- 
cial fund-raising  events  and  crusade  activities  in- 
creased with  radio  cooperation. 
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All  space  and  time  are  donated  by  the  media,  and 
the  ACS  is  grateful  to  them. 

The  Committee  sought  to  bring  in  nationally  re- 
nowned personalities  to  speak  to  Division  and  Unit 
volunteers,  among  them  Mrs.  Marvella  Bayh. 

The  Service  Program  of  the  ACS  received  major  em- 
phasis in  Delaware.  ,A  total  of  3 76  cancer  patients 
were  helped  with  drugs,  dressings,  prostheses,  blood 
counts,  nursing  and  homemaker  visits,  or  transporta- 
tion. Reach-to-Recovery  volunteers  called  on  137 
post-mastectomy  patients;  seven  patients  were  aided 
by  the  new  ostomy  program;  and  speech  classes  were 
held  twice  monthly  in  Wilmington  and  Milford. 

As  Professional  Delegate,  I represent  the  Delaware 
Division  of  the  Cancer  Society  at  National  Board  and 
Committee  meetings.  The  Society  appreciates  the 
Medical  Society’s  excellent  support  and  interest. 

Oscar  N.  Stern,  M.D. 

Liaison 

COMMITTEE  ON  DIAGNOSTIC  TESTING 

The  Committee  on  Diagnostic  Testing  met  in  early 
March. 

At  this  Committee  meeting  the  only  firm  decision 
made  was  that  the  Committee  was  questioning  its 


authorization  in  the  following  manner.  First  of  all, 
this  Committee  originated  through  the  authority  of 
the  Governor’s  Advisory  Commission  on  Health.  This 
Committee  was  a derivative  of  other  committees  so 
established.  However,  this  situation  may  change  as 
the  Federal  Government  is  proposing  changes  in  State 
Health  regulatory  practices.  A totally  new  system 
will  be  set  up  dependent  upon  the  local  wishes  of  the 
state.  It  is  not  clear  at  this  time  whether  or  not  the 
Committee  on  Diagnostic  Testing  will  proceed  to  ob- 
tain authorization  through  the  Federal  Government 
or  continue  through  the  Governor’s  Commission. 

With  this  in  mind  no  further  business  was  trans- 
acted, and  the  Committee  is  not  to  meet  until  further 
information  is  forthcoming. 

John  H.  Benge,  M.D. 

Representative 

COMMUNITY  COUNCIL  ON  EMERGENCY 
SERVICES 

The  Community  Council  on  Emergency  Services 
has  met  at  regular  intervals  during  the  past  year.  In 
spite  of  the  regularity  of  the  meetings,  the  attendance 
leaves  much  to  be  desired.  There  is  only  a handful 
of  faithful  members  who  remain  active.  Some  of  those 
are  the  representatives  of  the  American  Red  Cross, 
the  New  Castle  County  Volunteer  Firemen  Associa- 
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tion,  several  New  Castle  County  fire  company  repre- 
sentatives, the  Wilmington  Medical  Center,  Riverside 
Hospital,  and  the  American  College  of  Emergency 
Physicians.  Attendance  has  gradually  diminished, 
and  efforts  to  improve  it  have  so  far  failed. 

The  quality  of  the  subjects  discussed  has  been  re- 
duced to  reports  concerning  problems  of  parking 
around  the  Emergency  Wards  and  complaints  regard- 
ing the  adequacy  of  traffic  signs  and  directions  in  the 
city  streets,  and  the  supply  and  use  of  the  police  heli- 
copter. The  Council  has  been  kept  informed  on  the 
progress  of  the  Paramedic  training  program  sponsored 
and  taught  'by  the  Wilmington  Medical  Center  and 
the  efforts  made  to  improve  communications  between 
those  involved  in  emergency  care.  We  heard  that  the 
Governor  had  endorsed  the  concept  of  DIMS,  and  that 
a Cardio-Pulmonary  Resuscitation  program  con- 
ducted by  the  New  Castle  County  Ambulance  Di- 
vision had  been  successful.  The  Council  will  take 
active  part  in  the  development  of  a standardized 
ambulance  reporting  form.  It  also  was  reported  that 
discussions  are  currently  under  way  with  the  Gover- 
nor to  establish  a statewide  emergency  medical  service. 

In  summary  I must  conclude  that  the  actions  of 
the  Council  during  the  past  year  have  been  mostly 
of  a passive  nature;  more  active  intervention  has 
been  lacking. 

L.  Mario  Garcia,  M.D. 

Representative 

DATA  MANAGEMENT  COMMITTEE 

The  Data  Management  Committee  has  continued 
its  commitment  to  try  and  help  cut  the  cost  of  medi- 
cal care  by  decreasing  the  cost  of  the  drugs  involved. 
One  of  the  projects  has  been  the  disbursement  of 
cards  containing  the  brand  names  of  the  50  most 
frequently  prescribed  drugs  and  their  generic  names 
to  hospital  clinics  and  private  physicians’  offices.  In 
attempting  to  promote  generic  prescribing,  we  are 
attempting  to  decrease  the  cost  of  drugs  without 
compromising  quality  of  patient  care. 

The  misuse  and  abuse  of  antibiotics  are  an  area 
where  the  cost  of  medicine  has  been  needlessly  in- 
creased. We  have  encouraged  members  of  the  Infec- 
tious Disease  Service  of  the  Wilmington  Medical  Cen- 
ter to  help  us  in  an  attempt  to  educate  the  Delaware 
physicians  to  use  antibiotics  more  judiciously.  Doctor 
William  Holloway  has  been  most  helpful  in  this  en- 
deavor. He  and  his  department  have  presented  con- 
ferences, presented  editorials  in  the  Delaware  Medical 
Journal,  and  participated  in  "Ask  The  Doctor”  radio 
programs  in  attempts  to  educate  the  practicing  phy- 
sicians in  the  rational  use  of  antibiotics. 

Other  parameters  utilized  by  the  Data  Management 
Committee  include  a "white  paper”  to  be  written  by 
Donald  Brodie,  Ph.D.  focusing  on  drug  utilization 
patterns  contained  in  the  data  for  the  1973  Title  XIX 


Program.  Publication  of  this  paper  is  set  for  the 
latter  part  of  October. 

The  Committee  has  investigated  the  possibility  of 
having  prescription  blanks  printed  for  each  physician 
with  the  most  common  drugs  printed  on  the  back  of 
each  blank  with  brand  names  and  generic  names. 

Physician  profiles  have  been  mailed  to  each  phy- 
sician to  let  him  see  what  his  pattern  of  prescribing 
is.  These  data  have  been  gathered  from  Title  XIX 
patients.  The  response  from  the  Medical  Society 
overall  was  excellent  with  over  fifty  physicians  com- 
menting on  their  individual  prescribing  profiles. 

Mr.  James  Hudiburg  of  Blue  Cross-Blue  Shield  of 
Delaware,  Inc.  reported  that  Doctor  Bernadine  Paul- 
shock  had  indicated  that  she  would  be  willing  to  help 
write  editorial  material,  or  to  facilitate  printing  in  the 
Delaware  Medical  Journal  editorial  material  by  mem- 
bers of  this  Committee  discussing  generic  prescribing. 

Recently,  Doctor  Joseph  Rule  has  written  to  the 
Governor  suggesting  that  since  this  Committee  has 
no  authority  to  accomplish  its  objectives  the  Com- 
mittee be  disbanded.  It  is  felt  that  other  community 
resources  might  be  more  effective.  It  is  thought, 
however,  that  the  Committee  might  reconvene  later 
in  the  fall  under  different  auspices. 

Leo  B.  Hogan,  Jr.,  M.D. 

Liaison 

DELAWARE  DIABETES  ASSOCIATION 

During  the  past  year,  the  Delaware  Diabetes  Asso- 
ciation has  acquired  new  audio-visual  equipment  and 
material  useful  for  the  education  of  diabetics.  Fur- 
ther information  can  be  obtained  from  Mrs.  Daphne 
White  in  the  Society  office  (Tel.  656-0030). 

The  fall  1975  open  meeting  will  feature  Dr.  Ann 
Lawrence,  Professor  of  Medicine  at  Loyola  University 
Stritch  School  of  Medicine,  who  will  speak  on  the 
Current  Status  of  Diabetic  Research  as  well  as  giving 
a professional  address  in  the  morning  on  the  Man- 
agement of  the  Unstable  Diabetic.  During  the  past 
year,  an  open  evening  forum  on  multiple  aspects  of 
diabetes  was  held;  participating  Medical  Society  mem- 
bers included  Doctor  William  Renzulli,  Doctor 
Richard  Lennihan,  and  myself.  Other  physicians  who 
helped  the  Society  with  its  educational  programs  dur- 
ing the  past  year  included  Doctor  R.  Walter  Powell, 
Doctor  Howard  Borin,  Doctor  Janet  Kramer,  and 
Doctor  Achin  Kim. 

The  chief  purpose  of  the  Delaware  Diabetes  Asso- 
ciation, an  affiliate  of  the  American.  Diabetes  Asso- 
ciation, is  the  dissemination  of  accurate  information 
about  diabetes  to  its  members.  At  the  present  time 
the  membership  of  the  Diabetes  Association  totals 
about  375  of  whom  only  110  are  "professional”  mem- 
bers, i.e.,  physicians,  dentists,  pharmacists,  etc.  Al- 
most all  physicians,  whatever  their  specialty,  deal 
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with  patients  with  diabetes  of  varying  severity.  And 
of  all  the  illnesses  which  afflict  humans,  diabetes  is 
perhaps  the  one  in  which  an  individual  patient’s  un- 
derstanding of  his  disease  process  and  its  management 
is  most  important.  In  my  opinion,  this  is  not  a large 
enough  representation  from  the  Medical  Society  of 
Delaware.  Annual  membership  is  nominal,  $10  per 
year,  which  includes  a copy  of  the  bi-monthly  maga- 
zine FORECAST,  a publication  primarily  for  dia- 
betics and  very  suitable  for  waiting  room  literature 
in  all  offices.  I recommend  that  every  member  of 
the  Medical  Society  of  Delaware  support  the  Delaware 
Diabetes  Association  by  his  membership. 

Bernadine  Z.  Paulshock,  M.D. 

Liaison 


DELAWARE  HEART  ASSOCIATION 

During  the  past  year  the  Delaware  Heart  Associa- 
tion has  continued  and  expanded  its  programs  of  re- 
search, service,  and  education  in  cooperation  with 
physicians  and  other  health  personnel.  Three  research 
programs  were  funded.  Two  of  these  were  carried 
through  to  a successful  conclusion.  The  third  was 
discontinued  by  the  proposing  group. 

Educational  programs  were  carried  out  in  cooper- 
ation with  many  organizations.  Some  of  these  pro- 
grams were  with  single  and  some  with  multiple  or- 
ganizations. For  example,  educational  movies  were 
loaned  for  295  showings  to  a total  audience  of  nearly 
10,000  people.  In  cardiopulmonary  resuscitation  20 
instructors  were  trained  for  different  organizations, 
each  of  them  now  qualified  to  teach  CPR.  In  con- 
junction with  these  CPR  training  programs  Resusci- 
Annie  mannikins  have  been  loaned  out  132  times. 
An  example  of  an  educational  program  run  in  cooper- 
ation with  a single  organization  is  the  annual  David 
Flett  duPont  lecture  for  the  Delaware  Academy  of 
Medicine.  This  year  the  speaker  was  Dr.  John  Laragh, 
internationally  known  authority  on  hypertension.  Del- 
aware Heart  Assqciation  also  works  with  the  Medical 
Society  of  Delaware  in  conducting  statewide  pro- 
grams of  continuing  medical  education  in  the  general 
hospitals  of  Delaware.  A number  of  programs  have 
been  run  with  the  public  schools.  One  of  these  was 
a series  of  lectures  for  the  personnel  of  the  Wilming- 
ton Public  Schools  regarding  various  risk  factors  in 
heart  disease.  There  have  also  been  in-service  educa- 
tional programs  in  dietetics,  and,  of  course,  distribu- 
tion of  heart  literature  through  the  public  schools 
has  been  part  of  a continuing  educational  program  for 
many  years.  Delaware  Heart  Association  each  year 
provides  a shelf  of  books  for  the  medical  library  at 
the  Delaware  Academy  of  Medicine,  and  this  year 
they  will  be  cooperating  with  other  health  agencies 
and  the  Delaware  Academy  of  Medicine  in  conduct- 
ing a series  of  lectures  on  important  health  matters 
for  the  public.  In  the  past  year  there  was  one  edu- 


cational program  on  cardiovascular  nursing.  There 
have  also  been  numerous  short  television  spots,  usually 
on  Channel  12,  on  various  aspects  of  heart  disease. 

Service  programs  of  the  Delaware  Heart  Associa- 
tion have  usually  taken  the  form  of  major  projects. 
At  present  we  can  focus  on  four  of  these.  First,  and 
in  development  at  the  present  time,  is  a Pacemaker 
Evaluation  Laboratory.  A major  problem  with  pace- 
makers is  unexpected  battery  failure.  Sophisticated 
electronic  equipment  functioning  over  standard  tele- 
phone lines  from  a*  central  location  can  accurately 
predict  failure.  Delaware  Heart  Association  is  work- 
ing to  make  this  service  available  to  the  people  of 
Delaware  within  the  coming  year. 

A second  major  project,  this  one  in  cooperation  with 
the  Wilmington  Medical  Center  and  the  New  Castle 
County  Ambulance  Service,  is  the  development  of  a 
coronary  ambulance  for  people  suspected  of  having 
myocardial  infarction.  The  Heart  Association  has 
trained  personnel  for  such  an  ambulance  service,  and 
sophisticated  electronic  equipment  to  monitor  patients 
and  televise  the  results  is  currently  being  tested  and 
will  be  ready  for  installation  in  a coronary  ambulance 
very  shortly. 

A third  type  of  project  is  screening  programs.  In 
Kent  County  this  takes  the  form  of  screening  for 
multiple  risk  factors  in  heart  disease,  and  over  500 
people  in  industry  have  been  screened  in  the  past 
year.  In  Sussex  County,  high  blood  pressure  screen- 
ing continues  as  it  has  for  several  years.  In  New 
Castle  County  a hypertension  screening  program  was 
initiated  during  the  past  year  and  is  functioning  well 
at  the  present  time.  This  was  developed  in  close 
cooperation  with  the  Medical  Society  to  avoid  over- 
loading the  health  care  system  with  newly  discovered 
patients  with  hypertension.  An  educational  program 
in  hypertension  is  conducted  through  the  pharmacies, 
and  the  State  Pharmaceutical  Association  works  with 
the  Heart  Association  in  carrying  this  out. 

Finally,  the  fourth  major  project  is  the  Strepto- 
coccal Detection  program  which  has  been  carried 
out  by  the  Delaware  Heart  Association  for  a number 
of  years.  This  service  provides  throat  cultures  for 
physicians  without  charge,  and  in  the  past  year  over 
60,000  throat  cultures  were  made,  11.3%  of  which 
turned  out  to  be  positive.  Having  demonstrated  the. 
importance  and  efficacy  of  such  a program  for  a rela- 
tively small  financial  investment,  the  Delaware  Heart 
Association  is  trying  to  prevail  upon  the  State  Legis- 
lature to  take  over  the  funding.  The  State  did  reim- 
burse Delaware  Heart  Association  for  these  activities 
between  January  1 and  June  30.  However,  this  seems 
a proper  area  for  continuing  State  Public  Health  ac- 
tivity, and  Delaware  Heart  Association  is  working  to 
get  them  to  take  this  over. 

E.  Wayne  Martz,  M.D. 

Liaison 
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BOARD  OF  TRUSTEES 

Judith  G.  Tobin,  M.D.,  Chairman,  Governor’s  Ap- 
pointee (Term  expires  1975) 

Rodney  Layton,  Esq.,  Vice  Chairman,  W.M.C. 
(Term  expires  1976) 

Donald  F.  Crossan,  Secretary-Treasurer,  U.  of  D. 
(Term  expires  1975) 

Bruce  Bredin,  U.  of  D.  (Term  expires  1977) 

James  Harding,  W.M.C.  (Term  expires  1977) 

James  McNinch,  M.D.,  Governor’s  Appointee 
(Term  expires  1977) 

G.  Dean  MacEwen,  M.D.,  Governor’s  Appointee 
(Term  expires  1977) 

Harold  Schmittinger,  Esq.,  U.  of  D.  (Term  ex- 
pires 1976) 

Leslie  Whitney,  M.D.,  W.M.C.  (Term  expires 

1975) 

Edward  Lurie,  Ph.D.,  U.  of  D.,  Acting  Executive 
Secretary 

This  past  year  has  been  a difficult  one,  particularly 
financially.  We  requested  $3,404,136  from  the  state 
legislature  and  eventually  after  numerous  hearings, 
letters,  phone  calls,  meetings,  etc.,  received  a total  of 
$2,305,500,  only  $5,500  more  than  we  received  in 
FY75. 

Our  main  concern  was  that  Jefferson  Medical  Col- 
lege to  whom  we  paid  $8,200  per  dimer  student  in 
the  past  requested  $12,400  for  each,  a total  of  $992,- 
000  for  this  year.  Fortunately,  we  were  able  to  ne- 
gotiate and  consequently  we  will  be  paying  them 
$9,100  per  student,  a total  of  $728,000. 

In  the  past,  we  granted  each  student  $1,000  and 
according  to  financial  need,  up  to  $1,000  more.  This 
year  we  are  not  awarding  anything  to  the  students 
(8)  who  are  subsidized  b the  Armed  Forces  and  Pub- 
lic Health  Services.  The  rest  will  each  receive  $1,000 
and  $4,6  5 2.42  will  be  divided  among  the  neediest 
students.  As  you  know,  the  tuition  of  Jefferson  has 
been  raised  $1,000  to  total  $4,000  per  year. 

A seminar  was  held  in  January,  1975  which  was 
attended  by  ten  "experts”  on  medical  education  from 
throughout  the  United  States.  The  future  of  Dela- 
ware’s medical  education  program  was  discussed  at 
length  and  the  general  consensus  was  that  Delaware 
could  and  should  have  its  own  medical  school.  How- 
ever, with  the  financial  state  of  Delaware  being  what 
it  is,  it  seems  obvious  that  nothing  can  be  accom- 
plished at  present.  Another  plan  has  been  under  dis- 
cussion and  sounds  promising.  Students  could  take 
their  first  two  years  in  the  basic  sciences  at  the  Uni- 
versity of  Delaware  earning  a Master’s  Degree  in 
Health  Sciences.  Thereafter,  if  they  pass  the  National 
Board  Examinations,  Part  I,  they  could  enter  medical 
school  either  at  Jefferson  or  at  the  Wilmington  Medi- 
cal Center  (where  many  students  spend  their  third 
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and  fourth  years  anyway).  Jefferson  would  be  will- 
ing to  award  these  students  their  M.D.’s  if  they  are 
satisfied  with  the  curriculum,  examination  procedures, 
etc.  This  is  being  explored  further  by  the  interested 
parties. 

The  medical  externe  summer  program  has  again 
been  successful  as  have  the  continuing  medical  edu- 
cation seminars  held  throughout  the  state.  The  medi- 
cal center’s  residencies  have  been  flourishing  as  have 
the  University  of  Delaware’s  medical  technology  and 
physiotherapy  programs.  Thirty  thousand  dollars 
has  again  been  allocated  for  research  projects.  As 
time  draws  near  to  prepare  the  FY 76-77  budget,  I 
am  afraid  all  the  old  financial  problems  will  recur 
accompanied  by  all  the  frustrating  political  and  game- 
playing overtures.  I wish  my  successor  and  the  rest 
of  the  trustees  the  very  best  of  luck  and  hopefully 
they  will  find  next  year  easier  than  the  last. 


Judith  G.  Tobin,  M.D. 

Chairman 
Board  of  Trustees,  DIMER 

DELAWARE  STUDENTS 

CLASS 

OF  1976 

James  K.  Beebe 

Allston  J.  Morris 

Ira  Brenner 

David  A.  Olson 

David  C.  Brock 

G.  D.  Malone 

Mark  A.  Clark 

John  O.  Punderson 

James  J.  Dobson 

Kent  A.  Sallee 

James  H.  Garvin,  Jr. 

Michael  Stillabower 

Jerome  E.  Groll 

Valerie  A.  Urian 

Thomas  J.  Hetrick 

C.  H.  Waples 

Paul  J.  Hoyer 

Johannes  D.  Weltin 

Lawrence  H.  Lyons 

David  W.  Willis 

Edward  J.  McConnell 

Dean  L.  Winslow 

CLASS 

OF  1977 

Carl  A.  Barbee 

Edward  S.  Hanna 

Alex  B.  Bodenstab 

Michael  P.  Hofmann 

William  E.  Bodenstab 

Sally  Krussman 

Joseph  A.  Colletta 

Robert  F.  Olivere 

John  R.  Dietz 

fay  A.  Peacock 

Alanna  Fehlandt 

Edward  J.  Read,  Jr. 

Bruce  A.  Foster 

Patricia  Schaefer 

William  B.  Funk 

Roxie  Wimberley 

Rosa  M.  Fuste 

Robert  E.  Wisniewski 

Joseph  A.  Gerard 

Anne  W.  Wygal 

CLASS 

OF  1978 

Theresa  R.  Benecki 

David  M.  Lavin 

Asher  B.  Carey 

William  L.  Lowe 

Anthony  R.  DalNogare 

Robert  J.  Mead 

Marciana  C.  Durbano 

Eric  J.  Michael 

Patricia  G.  Fitzpatrick 

Paul  W.  Montigney 

Marilee  H.  Frazer 

Brent  R.  Noyes 

Peter  J.  Gkonos 

Duncan  Salmon 

Glenn  E.  Graybeal 

David  L.  Schutzman 

Chris  A.  Kittle 

Chi-Lun  Wang 

M.  David  Lauter 

Christopher  H.  Wendel 
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DELAWARE  INTERAGENCY  COUNCIL  ON 
SMOKING  AND  HEALTH 

Although  the  Council  has  not  met  formally  since 
my  appointment,  members  have  been  working  be- 
hind the  scenes. 

The  following  is  a brief  report  on  Council  activi- 
ties since  the  last  report  to  the  Medical  Society. 

1.  H.B.  53  5,  To  Restrict  Smoking  in  Public  Places 
in  Delaware 

The  Delaware  Interagency  Council  on  Smoking 
and  Health  was  responsible  for  drafting  the  original 
version  of  the  bill  and  for  recruiting  Representative 
Robert  L.  Maxwell  to  introduce  it.  The  bill  was 
placed  on  the  agenda  and  assigned  to  Committee,  but 
did  not  come  up  prior  to  adjournment  by  the  Legis- 
lature. The  Council  has  obtained  persons  to  offer 
public  testimony  on  the  bill,  and  it  will  be  re-acti- 
vated when  the  General  Assembly  reconvenes  in 
January. 

2.  National  Education  Week  on  Smoking — 
January,  1975,  Non-Smokers  Hare  Rights 

We  obtained  a Proclamation  of  the  Week  from 
Delaware  Governor  Sherman  W.  Tribbitt.  A mailing 
was  made  to  all  schools  in  Delaware  pertaining  to  the 
observance  of  the  week.  Included  were  suggestions 
for  activities  on  all  grade  levels.  The  first  annual 
award  to  an  individual  who  has  done  an  outstanding 
job  in  the  smoking  program  was  given  to  Mrs.  Ethel 
Closson  of  the  Wilmington  Public  Schools  for,  her 
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the  week,  some  in  taped  comments  which  were  re- 
peated and  others  in  live  interview  situations. 

3.  The  Interagency  Council  sponsored  the  attend- 
ance of  Council  Chairman,  Doctor  John  H.  Jenny, 
at  the  3rd  World  Conference  on  Smoking  and  Health 
held  in  New  York,  June,  1975. 

4.  The  Council  prepared  and  submitted  a proposal 
as  part  of  the  "Community  Based  Cancer  Control 
Program”  to  the  National  Cancer  Institute.  This 
would  have  provided  for  a full-time  coordinator  for 
smoking  and  health  programming  statewide  if  the 
grant  had  been  funded. 

Robert  Altschuler,  M.D. 

Liaison 

THE  DELAWARE  LUNG  ASSOCIATION 

The  Delaware  Lung  Association  again  this  year  has 
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cooperated  with  the  Medical  Society  of  Delaware  and 
the  members  of  the  Medical  Society  in  several  ways. 

The  Delaware  Lung  Association  has  been  instru- 
mental in  financially  sponsoring  the  annual  Infectious 
Disease  Symposium  in  Wilmington,  Delaware  during 
the  last  year. 

Scholarships  have  been  granted  to  nursing  students 
and  respiratory  therapy  technicians  to  aid  in  their 
education. 

The  Delaware  Lung  Association  continues  its  fight 
against  air  pollution  and  smoking  with  an  educational 
program  under  the  direction  of  Mrs.  Dolores  A. 
Fountain.  The  services  of  Mrs.  Fountain  are  available 
to  physicians  and  groups  wishing  to  have  speakers  or 
programs  dealing  with  the  adverse  effects  of  cigarette 
smoking. 

The  Society  continues  to  try  to  develop  programs 
that  will  aid  in  correct  legislation  helping  to  promote 
cleaner  air  through  its  committee  efforts  and  cooper- 
ation with  local  agencies  dealing  with  air  pollution. 

James  M.  Hofford,  M.D. 

Liaison 

DELAWARE  SOCIETY  OF  MEDICAL  ASSISTANTS 

In  1974  the  Delaware  Association  of  Medical  As- 
sistants — a chapter  of  the  national  organization  — 
voted  to  dissociate  itself  from  the  national  organiza- 
tion and  to  become  an  autonomous,  statewide  body. 
Accordingly,  early  in  1975,  under  the  leadership  of 
its  officers,  Mrs.  Etta  Jones,  President,  Mrs.  Nancy 
Parker,  Vice-President  Elect,  Mrs.  Frieda  Cunning- 
ham, Treasurer,  Mrs.  Yvonne  Carroll,  Corresponding 
Secretary,  and  Ms.  Renee  Steele,  Recording  Secretary, 
the  group,  which  now  numbers  37  members,  organ- 
ized itself  as  the  Delaware  Society  of  Medical  Assist- 
ants. By-Layrs  were  adopted. 

Monthly  meetings  have  been  held  from  September 
to  June.  Excellent  outside  speakers  have  spoken  on 
topics  as  varied  as  the  history  of  dentistry  and  the 
great  eruption  of  the  volcanic  island  of  Santorini. 

A special  Christmas  season  meeting  was  attended 
by  better  than  thirty  physician  members  of  the  Medi- 
cal Society  of  Delaware. 

Allston  J.  Morris,  M.D. 

Liaison 

DIVISION  OF  VOCATIONAL  REHABILITATION, 
STATE  OF  DELAWARE 

During  the  past  year,  liaison  with  the  Division  of 
Vocational  Rehabilitation  has  continued,  mainly  in 
working  with  other  rehabilitation  agencies  in  the  State 
of  Delaware  and  the  establishment  of  a rehabilitation 
consortium.  Briefly,  this  consortium  was  established 
in  October,  1974  in  an  attempt  to  unify  and  coordin- 
ate the  rehabilitation  facilities  throughout  the  State 


of  Delaware  to  better  serve  patient  needs  and  patient 
rehabilitation.  The  Division  of  Vocational  Rehabili- 
tation has  been  a vital  part  of  this  consortium  along 
with  other  agencies,  such  as,  Opportunity  Center, 
Goodwill  Industries,  the  State  Department  of  Educa- 
tion, the  Delaware  Curative  Workshop,  and  myself 
as  a representative  of  the  Wilmington  Medical  Cen- 
ter and  the  Eugene  duPont  Hospital. 

Through  Mr.  Ben  Barker,  we  have  been  actively 
discussing  the  need  for  a vocational  training  center 
in  Delaware  with  the  emphasis  on  vocational  rehabili- 
tation. 

We  have  also  remained  quite  active  with  the  Di- 
vision of  Vocational  Rehabilitation,  the  Eugene  du- 
Pont Hospital,  and  the  coordination  of  rehabilitation 
efforts  and  the  return  to  employment  after  rehabilita- 
tion at  Eugene  duPont.  This  continues  to  be  a co- 
operative program,  and  one  that  has  been  working 
rather  well. 

Anthony  L.  Cucuzzella,  M.D. 

Liaison 

EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHILDREN 
AND  ADULTS  OF  DELAWARE 

My  report  to  your  Reference  Committee  is  one  to 
express  appreciation,  both  for  the  Easter  Seal  Society 
and  myself,  for  the  cooperation  and  assistance  to  the 
Society  by  the  downstate  physicians  and  their  wives. 

Arthur  J.  Heather,  M.D. 

Liaison 

MEDICAL  ADVISORY  COMMITTEE,  DIVISION 
OF  SOCIAL  SERVICES,  STATE  OF  DELAWARE 

Only  three  meetings  have  occurred  since  we  last 
reported  our  activities  to  the  Medical  Society  of  Dela- 
ware. These  meetings  were  conducted  on  December 
18,  1974;  March  19,  1975;  and  June  11,  1975. 

The  theme  of  reviewing  the  social  service  agencies 
was  maintained.  This  program  seems  to  alert  agencies 
to  the  fact  that  at  least  one  review  group  is  concerned 
as  to  how  they  function  and  how  they  are  involved  in 
social  services.  Reviewed  were  representatives  of  the 
Foster  Care  Program,  who  in  the  December  meeting 
brought  out  the  need  for  more  foster  homes,  and  rep- 
resentatives of  the  Division  of  Public  Health,  who  at 
the  March  meeting  presented  a discussion  of  a house- 
hold with  a lead  poisoning  problem. 

Probably  the  most  important  development  this  year 
was  the  formation  of  by-laws  for  the  Medical  Ad- 
visory Committee,  which  were  approved  at  the  March 
meeting.  A copy  of  these  by-laws  is  attached  for  the 
records  of  the  Medical  Society. 

New  officers  were  elected  at  the  March  meeting: 
Rhoslyn  J.  Bishoff,  M.D.,  Chairman  and  H.  Martin 
Moss,  O.D.,  Vice-Chairman. 
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MEDICAL  PLACEMENT  SERVICE 
is  a service  for  YOU  ! ! ! 

We  Can  Provide  . . . 

1.  Permanent  Medical  Personnel  — 

Medical  secretaries,  laboratory  or  x-ray  technicians,  recep- 
tionists, nurses,  dental  hygienists  or  assistants,  physical  thera- 
pists-ANY  medical  personnel  needs. 

2.  Temporary  Medical  Personnel  - 

Part-time  help,  vacation  or  illness  relief;  for  a few  hours, 
days,  weeks.  Remember  too,  that  these  people  are  on  our  pay- 
roll, eliminating  your  responsibility  as  to  malpractice  insurance, 
taxes,  unemployment  and  workmens  compensation. 

3.  Private  Duty  Personnel  - 

Registered  Nurses  or  Licensed  Practical  Nurses,  and  Nurse 
Assistants  for  home,  hospital,  or  nursing  home  as  needed. 

4.  Travel  Escorts - 

RN's,  LPN's,  Aides,  or  Companions  for  patient  transfers,  to 
assist  a handicapped  or  incapacitated  person  on  a vacation  or 
cruise,  or  to  accompany  a group  of  senior  citizens  or  others  for 
a day  trip  or  longer  tour. 

WHAT  DO  YOU  NEED???? 

Call  658-8995  and  we'll  be  happy  to  help.  If  you  need 
us  after  5 p.m.  or  on  weekends  call  655-0828. 

MEDICAL  PLACEMENT  SERVICE 

1004  West  24th  Street 
Wilmington,  Delaware 
Phone  658-8995 


Delaware  Medical  Journal 


The  June  11,  1975  meeting  brought  many  features 
important  to  the  physicians  of  Delaware  and  their 
Medical  Societies: 

1 ) Each  physician  prescribing  for  patients  in  nurs- 
ing homes  should  be  careful  to  see  that  his  prescrip- 
tions are  filled  within  seven  days,  for  Medicaid  pre- 
scriptions will  not  be  honored  beyond  that  time. 

2)  Children  requiring  tonsillectomies  must  be  di- 
rected to  the  Speech  and  Hearing  Department  of  the 
Division  of  Public  Health  for  confirmative  diagnosis, 
and  Speech  and  Hearing  will  then  in  turn  make  re- 
ferrals to  a qualified  specialist. 

3)  The  Sterilization  Program  for  persons  over  age 
21,  which  has  been  in  effect  since  May  1,  1975,  is 
funded  90%  by  Federal  and  10%  by  State  funds. 
A consent  form  is  demanded  by  federal  regulations. 

The  motion  of  the  Medical  Society’s  Peer  Review 
and  Professional  Evaluation  Committee  on  March  19, 
1975,  which  recommended  to  the  Society’s  Board  of 
Trustees  thaf  a committee  be  formed  to  be  capable 
of  dealing  with  government  agencies,  was  met  by 
the  Medical  Advisory  Committee  of  the  Division  of 
Social  Services  with  this  statement:  "Although  the 
Society  has  the  prerogative  to  form  its  own  com- 
mittee, it  is  suggested  that  such  complaints  be 
brought  to  the  Medical  Advisory  Committee  since  it 
is  a Medicaid  organization  and  is  the  mechanism  for 
solving  such  problems.”  It  was  suggested  that  the 
chairman  of  the  Peer  Review  and  Professional  Evalu- 
ation Committee  be  invited  to  present  the  complaints. 

To  further  demonstrate  that  all  problems  relating 
to  Medicaid  citizens  are  concerns  of  this  Advisory 
Committee,  it  was  decided  to  discuss  and  study  the 
ten  recommendations  made  by  the  Committee  on 
Aging  of  the  Medical  Society  at  its  March  19,  1975 
meeting. 

MEDICAL  ADVISORY  COMMITTEE 
BY-LAWS 

Preamble 

The  legal  basis  for  the  Medical  Advisory  Com- 
mittee to  the  Division  of  Social  Services  is  found  in 
Title  XLV  of  the  Federal  Code  of  Regulations,  Sec- 
tion 24610,  and  in  Delaware  Code,  Title  21,  Section 
502. 

Medical  Advisory  Committee  means  a committee 
appointed  by  the  Division  of  Social  Services  composed 
of  representatives  from  fields  of  medicine,  osteopathy, 
dentistry,  optometry,  nursing,  pharmacy,  hospital 
services,  consumers,  consumer  groups  and  such  other 
fields  concerned  with  health  as  the  Division  may  deem 
appropriate,  to  provide  the  Division  advice,  recom- 
mendations, and  assistance  in  the  formulation  and 
administration  of  programs  of  medical  and  health 
care. 

Objectives 

A.  To  contribute  knowledge  and  experience  to 


supplement  the  abilities  available  within  the  Division 
of  Social  Services. 

B.  To  provide  a channel  of  communication  between 
the  individuals,  organizations,  and  institutions  in  the 
community  that,  with  the  Division  of  Social  Services, 
provide,  use,  and  pay  for  medical  care  and  health 
services. 

C.  To  study  and  make  recommendations  on  health 
and  medical  services. 

D.  To  develop  and  maintain  working  relationships 
with  other  advisory  committees  in  the  field  of  health 
care,  both  federal  and  state. 

Article  I MEMBERS 

1.  Physicians  and  other  representatives  of  the 
health  care  professions  who  are  familiar  with  com- 
munity medical  and  health  needs,  and  with  the  re- 
sources available  and  necessary. 

2.  Consumers,  including  Title  XIX  recipients  or 
their  representatives  and  consumer  organizations. 

3.  If  the  Director  of  the  Division  of  Social  Services 
is  regarded  as  the  administrator  of  the  single  State 
agency  for  Title  XIX,  then  he  must  designate  the 
Director  of  Public  Health  to  serve  on  the  Advisory 
Committee. 

4.  Members  should  be  nominated  from  the  follow- 
ing groups: 

a.  Medical  Society  of  Delaware — two  members 
plus  designated  alternates 

b.  Delaware  Chapter,  American  Academy  of 
Pediatrics 

c.  Division  of  Public  Health 

d.  Delaware  State  Osteopathic  Medical  Society 

e.  Delaware  Optometric  Association 

f.  Delaware  Pharmaceutical  Society 

g.  Division  of  Mental  Health 

h.  Visiting  Nurses’  Association 

i.  Blue  Cross-Blue  Shield 

j.  Public  Schools 

k.  Association  of  Delaware  Hospitals 

l.  Consumer  groups 

m.  Delaware  State  Dental  Society 

n.  Other  groups  deemed  appropriate  by  the  Di- 
vision of  Social  Services. 

5.  Title  XIX  recipients  shall  be  appointed  directly 
by  the  Administrator  of  the  Division  of  Social  Ser- 
vices without  prior  nomination.  (Suggest  three — one 
from  each  county.) 

6.  Ex-Officio  members  may  be  appointed  by  the 
committee. 

7.  Term  of  appointment  is  two  years,  and  a mem- 
ber may  be  reappointed  twice. 

Article  II  OFFICERS 

1.  Officers  shall  be  Chairman  and  Vice-Chairman, 
to  serve  two  years,  election  to  be  held  at  the  appropri- 
ate December  meeting. 
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2.  Secretarial  and  technical  administrative  func- 
tions shall  be  supplied  by  the  Division  of  Social  Ser- 
vices. 

Article  III  MEETINGS 

1.  The  committee  shall  meet  at  least  four  times 
per  year,  at  intervals  of  no  longer  than  three  months. 

2.  It  may  meet  more  often  at  the  Chairman’s  dis- 
cretion or  at  the  request  of  the  Division  of  Social 
Services. 

Article  IV  SUB-COMMITTEES 

1.  The  committee  may  appoint  sub-committees  to 
study  and  make  recommendations  on  medical  and 
health  services. 

2.  The  chairman  of  each  sub-committee  shall  be 
a member  of  the  Medical  Advisory  Committee,  but 
the  other  members  of  the  sub-committee  need  not  be 
members  of  the  Medical  Advisory  Committee. 

Article  V QUORUM 

I.  A quorum  shall  consist  of  eight  members. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware  has  been 
active  in  many  areas  during  the  past  year.  A repre- 
sentative of  the  association  attended  the  national 
meeting  of  the  Spina  Bifida  Association  of  America 
in  Denver.  The  national  association  has  been  formed 
to  create  a national  awareness  of  the  problem  of  spina 
bifida,  to  aid  in  the  investigation  of  associated  prob- 
lems, and  to  encourage  research.  The  local  group 
has  been  incorporated  during  the  past  year.  In  addi- 
tion, the  local  Spina  Bifida  Association  has  cooperated 
with  the  research  staff  at  the  Alfred  I.  duPont  Insti- 
tute in  the  Institute’s  effort  to  use  dermatoglyphics 
and  chromosome  studies  to  detect  the  dermatoglyphic 
patterns  which  are  seen  in  spina  bifida  with  the  hope 
that  carriers  of  spina  bifida  may  be  detected. 

The  Association  has  met  bi-monthly  during  the 
year,  and  a number  of  physicians  who  are  members 
of  the  Medical  Society  of  Delaware,  including  Doctor 
Pierre  L.  LeRoy  and  Doctor  Nina  Steg,  have  met 
with  the  Association  and  have  given  presentations  to 
the  Association  on  the  medical  problems  of  spina 
bifida.  Members  of  the  Association  also  participated 
in  a one-day  meeting  for  nurses  at  the  Alfred  I.  du- 
Pont Institute  entitled  "The  Impact  of  Spina  Bifida 
on  the  Child  and  His  Family.”  Parents  and  a patient 
with  spina  bifida  participated  in  the  round  table  dis- 
cussion at  this  conference. 

The  Association  has  continued  to  sponsor  a week- 
end at  Camp  Fairley  Manor  and  a late  summer  picnic 
at  Landis  Lodge.  Funding  has  been  raised  from  dues 
and  from  a booth  at  the  Charity  Fair  and  from 


donations  received  from  other  organizations.  In  ad- 
dition, major  distributions  have  been  made  for  pur- 
chase of  equipment  to  aid  in  the  care  of  handicapped 
children  at  the  Leach  School.  Other  donations  have 
been  made  to  Camp  Manito,  Camp  Fairley  Manor, 
and  Landis  Lodge. 

The  major  new  project  instituted  during  the  past 
year  was  the  offering  of  two  scholarships  to  students 
graduating  in  1975  who  plan  to  pursue  a full-time 
physical  or  occupational  therapy  program.  These 
scholarships  were  awarded  to  two  individuals  during 
the  past  year. 

The  members  of  the  group  continue  to  feel  strongly 
that  parents  of  children  with  spina  bifida  need  sup- 
port from  other  parents  with  the  same  problem,  in 
addition  to  the  usual  medical  advice.  Therefore,  the 
parents  are  willing  to  become  involved  by  meeting 
parents  of  children  born  with  spina  bifida  soon  after 
delivery.  The  members  of  the  organization  are  pleased 
to  do  this  on  an  individual  basis,  in  order  to  support 
the  parents  during  this  difficult  period,  and  would  be 
pleased  to  have  any  physician  treating  a family  with 
this  problem  contact  them  as  soon  as  possible  after 
birth.  The  Spina  Bifida  Association  can  be  contacted 
by  physicians  through  its  current  chairman,  Mr. 
Henry  Tandy,  104  Fenstone  Avenue,  Swanwyck 
Estates,  New  Castle,  Delaware.  Mr.  Tandy’s  phone 
number  is  655-1382.  The  Spina  Bifida  Association 
of  Delaware  has  a hand-out  pamphlet  which  is  avail- 
able to  physicians  for  use  in  their  offices  and  would  lje 
happy  to  make  these  available  to  any  physician  who 
wishes  to  contact  the  group. 

Henry  R.  Cowell,  M.D. 

Liaison 

As  a memorial  to  the  members  of  the  Society  who 
were  lost  through  death  during  the  past  year,  the 
assembly  arose  for  a moment  of  silence  as  the  names 
were  read: 

IRA  BURNS,  M.D. 

LEMUEL  McGEE,  M.D. 

GEORGE  GARRISON,  M.D. 

WALTER  D.  DAVIS,  M.D. 

SCOTT  ANKENY,  M.D. 

JOHN  B.  GEISSINGER,  M.D. 

(Resolutions  considered  at  the  House  of  Delegates 
Meeting  will  be  published  in  the  February  1976  issue 
of  the  Delaware  Medical  Journal.) 

(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference.) 


Januauy,  1976 


37 


‘Qditorial'b 


THE  NEEDY  FAMILY  FUND: 

SOME  UNANSWERED  QUESTIONS 

It  is  traditional  at  Christmas  time  for  those 
blessed  with  the  good  things  of  life — health,  a 
family,  employment — to  contribute  toward  the 
amelioration  of  the  lot  of  those  less  fortunate. 
Practically  speaking,  this  is  best  accomplished, 
not  by  Christmas  baskets,  but  by  gifts  of  cash  to 
social  welfare  agencies. 

Each  year  in  our  community  eighteen  to  twenty 
typical  cases  of  need  are  presented  by  the  Wil- 
mington newspapers  as  the  Needy  Family  Fund. 
The  families  are  presumably  prototypes  of  prob- 
lems resolved  by  donations.  They  are  publicized 
as  “authentic”  with  the  addendum  that  “some 
facts  have  been  altered  to  protect  their  identity.” 
The  cases  are  submitted  by  the  Division  of  Social 
Services  and  other  agencies  such  as  the  Salvation 
Army. 

A few  years  ago  I became  disturbed  by  the 
percentage  of  cases  alleged  to  have  serious  un- 
met medical  needs  varying  from  urgent  surgery 
through  crutches  and  special  shoes.  I attempted 
to  verify  the  validity  of  one  case  in  particular,  a 
child  whose  parents’  lack  of  money  made  them 
unable  to  provide  him  with  an  operation  needed 
for  a life-threatening  condition.  After  about  four 
phone  calls,  I found  that  several  to  me  very  rele- 
vant social  problems  had  been  left  out  of  the 
story,  allegedly  to  protect  the  family’s  anonymity. 
The  children  of  the  family  were  actually  all  un- 
der protective  custody  because  of  severe  parental 
inadequacies.  The  urgently  needed  operation 
was  for  a hernia;  I do  not  remember  whether  it 
was  inguinal  or  umbilical. 

The  year  thereafter  (’74)  the  Needy  Family 
Fund  included  a little  girl  who  needed  special 
braces  without  which  she  “runs  the  risk  of  serious 
permanent  damage”  from  “walking  on  the  sides  of 
her  feet,”  and  a 12-year-old  with  a football  injury 
to  his  knee  who  lacked  crutches.  Can  these  really 
be  true  situations?  What  may  have  been  left  out 
of  these  and  the  other  case  reports,  such  as  the 


one  where,  because  medical  expenses  were  get- 
ting paid,  there  was  no  money  for  the  electric 
bill? 

At  my  instigation,  a meeting  was  arranged  with 
representatives  from  the  agencies  which  choose 
the  cases,  and  the  United  Fund,  which  adminis- 
ters the  money.  The  News  Journal  made  it  clear 
that  its  responsibilities  in  publishing  the  Needy 
Family  Fund  do  not  in  any  way  include  verifica- 
tion of  fact  or  emphasis.  The  meeting  was  not 
successful  from  my  point  of  view;  six  of  the  eigh- 
teen 1975  stories  again  dealt  with  unmet  medical 
needs,  including  Needy  Family  15  which  is  re- 
printed below  so  I may  not  be  accused  of  dis- 
tortion: 

Mr.  H has  just  begun  working  again.  How- 
ever, during  the  time  of  his  layoff  he  was 
not  able  to  keep  up  the  payments  on  his  bills 
and  therefore  he  had  to  let  his  medical  in- 
surance go.  His  children  have  all  become 
ill  at  different  times  during  this  period  of 
unemployment  because  of  lack  of  heat  or 
poor  nutrition.  It  has  now  been  discovered 
that  their  baby  must  have  an  operation, 
which  adds  only  a greater  burden  to  the 
already  insurmountable  medical  bills.  They 
need  our  assistance  in  order  that  the  baby 
might  receive  the  necessary  operation. 

Is  it  true  that  in  this  area  there  are  children 
in  body  casts  who  need  hospital  beds?  (Cases  2, 
9,  ’75)  In  Delaware?  Or  a widow  who  has  had 
“major  surgery  on  her  back  three  times”  but 
cannot  care  for  herself  unless  she  gets  special 
orthopedic  shoes?  (Case  7,  ’75) 

The  colleagues  with  whom  I have  talked  deny 
knowledge  of  such  desperate  needs  for  medical 
devices  or  services.  I have  not  been  able  to  find 
a physician  who  believes  that  lack  of  cash  or 
hospitalization  insurance  is  a barrier  to  neces- 
sary surgical  care.  Yet  the  caseworkers  who 
deal  with  the  human  beings  in  need  of  wheel- 
chairs, braces,  special  shoes,  and  operations  in- 
sist that  their  day-to-dav  world  involves  a myriad 
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When  you  drive  a Cadillac,  it  says  a lot  about  you! 
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of  such  problems,  that  almost  half  their  medically 
related  services  are  for  orthopedic  devices. 

I suspect  that  the  medical  care  system  is  being 
maligned  because  the  poor  as  a group  are  especi- 
ally subject  to  unsolvable  problems  such  as  illiter- 
acy and  lack  of  a marketable  skill.  An  unmet 
medical  need  is  considered  more  respectable 
than  these,  and  one  with  which  prospective 
donors  are  more  apt  to  empathize  than  larger, 
more  irremediable  social  problems. 

Having  tried  unsuccessfully  to  achieve  an  in- 
tegrity I suspect  to  be  lacking  in  the  preparation 
of  these  cases,  I am  now  looking  for  assistance 
from  colleagues  willing  to  insist,  for  example, 
that  the  actuality  of  Case  Fifteen  be  documented. 
Or  willing  to  ask  in  appropriate  places  why,  with 


a tax-exempt  agency  like  the  Society  for  Crip- 
pled Children  and  Adults,  there  was  no  easy 
way  to  get  a wheelchair  for  Mr.  P of  Needy 
Family  11?* 

The  New  York  Times  Neediest  Cases  do  not 
lose  poignancy  by  frankly  stating  the  issues.  Old 
age,  intellectual  and  moral  poverty,  mental  re- 
tardation, and  family  brutality  are  all  there,  as 
well  as  acute  and  chronic  illness. 

In  my  opinion,  the  real  needs  of  the  families 
who  share  in  Delaware’s  Needy  Family  Fund 
are  not  served  by  rearranging  the  truth  into 
stories  thought  sufficiently  presentable  or  ap- 
pealing for  Christmas  givers. 

B.Z.P. 

’The  author  will  be  happy  to  provide  a copy  of  1975’s  Needy 
Family  Fund  cases  to  anyone  who  will  read  it. 
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THE  1975  YEAR  BOOK  OF  NUCLEAR  MEDICINE 

edited  by  James  L.  Quinn,  III,  M.D.,  Year  Book 
Medical  Publishers,  Chicago.  399  pp.  Price  $22.75. 

This  is  the  tenth  anniversary  edition  of  The 
Year  Book  of  Nuclear  Medicine.  As  in  the 
previous  edition,  the  selection  and  the  presen- 
tation of  articles  remain  excellent.  The  table 
of  contents  is  divided  into  basic  sciences  and 
clinical  nuclear  medicine. 

The  chapter  on  Radiation  Physics  and  In- 
strumentation is  very  short;  I don’t  believe 
this  is  due  to  a lack  of  published  articles  on 
this  subject.  Radiochemistry  and  Radiophar- 
macology is  a very  good  review  of  the  current 
literature,  especially  the  articles  on  07Gallium. 
The  chapter  on  Health  Physics  and  Radiobi- 
ology is  short  but  contains  a summary  of  two 
timely  articles  on  the  radiobiological  aspects 
of  treatment  with  131 1 for  thyroid  diseases. 

The  section  on  clinical  nuclear  medicine 
contains  summaries  of  articles  from  national 
and  international  journals.  There  was  a time 
not  too  long  ago  when  almost  all  the  articles 
on  nuclear  medicine  appeared  in  two  or  three 
US  journals.  The  growth  of  nuclear  medicine 
is  visible  in  this  yearbook  with  articles  from 
all  over  the  world  and  from  a variety  of 
journals. 

One  of  the  most  valuable  assets  of  this 
book  is  the  editorial  comments  at  the  end  of 
most  articles.  Dr.  Quinn,  with  his  experience 
in  reviewing  articles  for  this  yearbook  for  ten 
years,  shares  with  his  readers  his  critical  com- 
ments on  each  article. 

One  criticism  I have  is  the  scarcity  of  ar- 
ticles on  radioimmunoassay.  This  is  prob- 
ably the  most  rapidly  advancing  field  in  nu- 
clear medicine,  and  I don’t  think  it  is  well 
represented  in  this  book.  Maybe  Dr.  Quinn 
will  consider  adding  another  section  on  “Nu- 
clear Medicine  in  Vitro.” 

This  book  should  be  in  the  library  of  every 
nuclear  medicine  practitioner  to  complement 
the  previous  nine  editions. 

Vidya  V.  Sagar,  M.D. 
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VASECTOMY  by  John  J.  Fried,  Saturday  Review 
Press,  New  York,  1972.  148  pp.  Price  $5.95. 

John  Fried,  who  is  a journalist,  not  a phy- 
sician, has  written  a book  on  the  subject  of 
ever  widening  public  interest  — vasectomy. 
His  book  is  advertised  as  “the  truth  and  con- 
sequences of  the  newest  form  of  male  steriliza- 
tion.” Even  though  it  was  written  and  pub- 
lished in  1972,  it  still  reads  as  an  up-to-date 
account  of  the  status  of  vasectomy  in  urologic 
practice  and  in  the  context  of  the  whole  fabric 
of  the  birth  control  debate  in  our  society. 
From  the  point  of  view  of  a urologist  actively 
engaged  in  the  performance  of  vasectomy  who 
keeps  current  with  the  field  in  its  various 
ramifications,  the  book  presents  nothing  very 
new.  For  the  generalist  and  for  the  layman, 
on  the  other  hand,  it  is  a well-written,  popu- 
lar account  of  all  aspects  of  vasectomy:  its 
techniques,  its  pitfalls,  its  complications,  and 
its  value  in  relation  to  all  other  methods  of 
contraception,  old  and  new. 

As  I read  the  book,  I found  myself  com- 
fortably following  all  the  ins  and  outs  of  the 
various  problems  that  exist  and  have  occurred 
in  the  performance  of  vasectomy  from  the 
point  of  view  of  the  urologist  as  well  as  the 
patient.  The  problems  of  accepting  its  irre- 
versibility, of  using  it  to  solve  (it  never  does) 
an  individual’s  or  couple’s  marital  psycho- 
sexual  problems,  its  occasional  failure  and  the 
precautions  which  must  be  taken  to  avoid 
them,  the  problem  of  the  pregnant  wife  of 
a vasectomized  husband,  of  divorce  and  re- 
marriage with  a new  wife  who  wants  a child 
and  the  realization  that  the  vasectomy  may 
have  been  a mistaken  decision — all  these  is- 
sues are  explored  and  discussed.  The  material 
presented  represents  the  collective  experience 
of  a number  of  people  who  have  provided 
many  of  Mr.  Fried’s  sources  for  this  book.  For 
myself  it  had  a kind  of  deja  vu  character  as  I 
read  it.  For  others  it  will  prove  enlightening 
and  informative. 

My  only  quarrel  with  the  book  occurs  with 
statements  made  on  the  last  two  pages  where 
Mr.  Fried  becomes  very  subjective  and  un- 
scientific. He  condemns  vasectomy  as  an 
“hysterical,  irrational  and  badly  thought  out 


solution  to  family  planning  and  population 
control.”  This  conclusion  is  made  because  he 
believes  that  “the  selling  of  the  operation  has 
been  undertaken  by  private  groups  who  have 
advanced  the  procedure  without  having  ex- 
plored or  defined  its  implications  to  society.” 
My  quarrel  is  not  in  contesting  the  fact  that 
various  private  groups  have  positions  pro  and 
con  on  vasectomy.  Such  debate  has  also  been 
going  on  about  abortion,  sterilization,  busing, 
and  a host  of  other  issues  which  each  of  us  at 
some  time  or  another  has  heard,  thought 
about,  and  been  influenced  by.  I quarrel  with 
Mr.  Fried’s  failure  to  recognize  that  this  is 
how  all  human  issues  are  sifted  out,  in  so- 
ciety’s market  place  of  ideas  where  they  com- 
pete and  are  tested.  Out  of  this  crucible  each 
individual,  when  the  time  comes,  be  it  in  his 
doctor’s  office  or  in  his  voting  booth,  makes 
his  best  decision  from  among  the  options 
available.  Choosing  vasectomy  is  no  different 
from  other  choices  a man  makes  in  his  life- 
time. Using  the  information  in  this  book 
(balanced  or  unbalanced  with  other  informa- 
tion and  propaganda,  such  as  that  from  the 
American  Society  for  Voluntary  Sterilization 
or  from  his  church,  his  doctor,  his  wife,  or  a 
friend)  a man  can  decide  for  himself  whether 
vasectomy  is  the  right  operation  for  him. 

Norman  L.  Cannon,  M.D. 
* hs  rs 

TM,  DISCOVERING  INNER  ENERGY  AND  OVER- 
COMING STRESS  by  Harold  H.  Bloomfield,  M.D., 
Michael  P.  Cain,  Dennis  T.  Jaffe  and  Robert  Kory, 

Delacourt  Press,  New  York,  1975.  290  pp.  Price 
$8.95. 

This  book  presents  Transcendental  Medita- 
tion (TM)  as  a modernization  of  the  ancient 
Indian  Vedic  tradition  of  meditation,  which 
was  developed  for  the  western  type  mentality. 
Its  spread  through  the  Western  world  has 
been  remarkable  and  the  result  of  Maharisi 
Mahesh  Yogi. 

The  rapid  growth  of  TM  is  a sign  of  its 
success.  Since  1966  there  has  been  a growth 
rate  of  over  130%  in  the  number  of  meditators 
each  year.  There  are  now  about  1,000,000 
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persons  in  the  Western  world  practicing  TM, 
one  half  of  whom  are  Americans. 

The  foreword  of  this  book  was  written  by 
Hans  Selye,  M.D.,  the  author  of  the  text 
Stress.  This  book  has  been  the  basis  of  our 
present  concept  of  stress  for  the  last  25  years. 

Dr.  Selye  states  that  his  concepts  of  stress 
and  TM  are  actually  complementary  and  in 
no  way  conflict  with  each  other;  his  principles 
of  stress  in  life  provide  a good  framework  for 
using  the  fruits  of  TM  to  best  advantage. 
TM  produces  a healthy,  rested  state  of  mind 
and  stimulates  creative  intelligence. 

TM  is  neither  a religion  nor  a philosophy. 
It  is  described  as  a natural  means  to  reduce 
stress  and  achieve  relaxation  and  to  expand 
one’s  conscious  awareness  of  self  and  to  unfold 
human  capacities  to  learn  and  to  act. 

It  is  stated  that  TM  can  not  be  learned 
from  this  book.  The  learning  of  TM  requires 
several  hours  of  lectures  and  a personal  inter- 
view with  an  accredited  TM  teacher;  then  one 
must  practice  TM  regularly  for  15  to  20  min- 
utes morning  and  evening  while  sitting  in 
some  quiet  area  with  the  eyes  closed. 


TM  is  based  on  the  theory  that  there  are 
seven  stages  of  human  consciousness:  waking, 
sleeping,  dreaming,  pure  awareness,  cosmic 
consciousness,  refined  cosmic  consciousness, 
and  unity  consciousness. 

When  one  achieves  the  fourth  stage — pure 
awareness — there  occurs  first  what  is  called  a 
normalization  of  the  disturbing  stresses  that 
occur  in  the  first  three  stages  of  consciousness. 
Then  one  achieves  an  increase  of  pure  aware- 
ness of  one’s  self  and  an  increase  of  creative 
intelligence  by  a corresponding  integration  in 
the  brain. 

The  fifth  stage  of  consciousness,  or  cosmic 
consciousness,  is  the  stage  resulting  from  fre- 
quent achieving  of  the  fourth  stage,  when  one 
is  almost  continuously  achieving  this  state  of 
relaxation  and  brain  integration. 

Refined  cosmic  consciousness,  a further  ex- 
tension of  state  five,  is  explained  by  Maharisi 
as  a profound  expansion  of  the  heart  through 
which  a person  is  drawn  into  loving  engage- 
ment with  everything  he  experiences. 

In  the  seventh  stage  of  consciousness,  unity 
consciousness,  the  experiencer  and  the  object 


investment  Management 
for 

Select  Accounts 


Brittingham,  Inc. 

5809  Kennett  pike 
Centerville 

Wilmington,  Delaware  1980T 

Area.  302  656-81T3 


MEMBER  OF  NEW  YORK  STOCK  EXCHANGE 


January,  1976 


V 


43 


Delaware  Medical  Journal 


of  experience  have  both  been  brought  to  the 
same  level  of  infinite  value. 

The  fifth,  sixth,  and  seventh  stages  of  con- 
sciousness develop  only  in  the  most  advanced 
meditators  and  require  many  years,  up  to  20 
to  30  years,  for  the  best  results. 

The  authors  quote  numerous  conditions 
that  are  helped  by  TM.  The  greatest  help 
appears  to  be  derived  from  the  achievement 
of  general  relaxation,  which  is  an  important 
factor  in  the  treatment  of  headaches,  insom- 
nia, ulcers,  asthma,  drug  abuse,  anxiety,  al- 
lergic disorders,  and  other  emotional  disorders 
and  psychosomatic  diseases. 

TM  is  a means  to  contact  pure  awareness 
and  thereby  gain  access  to  a great  reserve  of 
creative  intelligence  as  well  as  an  expansion 
and  fulfillment  of  accomplishments  with  much 
self-satisfaction.  It  is  helpful  as  a good  means 
of  psychotherapy  in  mild  mental  disorders  and 
is  a valuable  adjunct  to  other  forms  of  psycho- 
therapy in  more  serious  mental  disorders.  It 
is  stated  that  TM  is  a great  aid  for  learning 
in  our  educational  system,  as  well  as  in  busi- 
ness life  and  in  one’s  interpersonal  relation- 
ships. 

In  1972  Maharisi  announced  and  started  a 
major  World  Plan,  whose  purpose  is  to  im- 
prove man’s  life  and  humanity  as  a whole,  by 
spreading  the  practice  of  TM  throughout  the 
whole  world. 

Peter  J.  Olivere,  M.D. 

« as 

OCCUPATIONAL  LUNG  DISEASE  by  W.  Keith  C. 
Morgan,  M.D.  and  Anthony  Seaton,  M.D.,  W.  B. 
Saunders,  Philadelphia,  1975.  391  pp.  123  lllus. 
Price  $ 1 8.00 

This  is  the  best  book  on  occupational  lung 
disease  that  I have  read.  It  more  than  fulfills 
the  author’s  declared  intention  of  bringing  to- 
gether classical  descriptions  of  occupational 
lung  diseases  and  their  modification  by  newer 
industrial  processes.  Only  too  often  medical 
texts  are  replicas  of  previous  works  scarcely 
distinguishable  one  from  the  other  except  by 
the  name  of  the  author.  This  book  is  unique. 


It  is  tightly  written  and  covers  a wide  range 
of  subjects  with  excellent  illustrations  and 
charts  and  a bibliography  that  is  complete 
enough  to  allow  for  a more  thorough  perusal 
of  any  individual  topic  discussed. 

The  initial  chapter  on  the  historical  aspects 
of  industrial  disease  is  fascinating  and  infor- 
mative and  is  a reminder  of  how  little  has  been 
accomplished  over  the  centuries  since  these 
hazards  were  recognized.  The  first  six  chap- 
ters are  concerned  with  pulmonary  physiology, 
deposition  and  clearing  of  dust  from  the  lung, 
epidemiology,  pathologic  reactions  of  the  lung 
to  dust,  and  the  immunology  of  occupational 
lung  disease.  I would  cite  the  chapter  on  path- 
ologic reactions  as  particularly  good. 

The  next  series  of  chapters  cover  the  pneu- 
moconioses with  a particularly  full  account  of 
coal  workers’  pneumoconiosis,  including  a de- 
tailed account  of  x-ray  classification.  Finally, 
there  are  interesting  chapters  on  occupational 
asthma,  industrial  bronchitis,  allergic  alveo- 
litis, and  toxic  gases  and  fumes. 

While  this  book  is  primarily  written  for 
chest  physicians,  internists,  and  occupational 
physicians,  there  is  something  for  almost  any- 
one having  even  a peripheral  interest  in  occu- 
pational diseases.  It  would  be  a handy  refer- 
ence book,  for  instance,  for  pathologists,  radi- 
ologists, family  physicians,  and  medical  stu- 
dents. This  book  is  well  worth  the  price  of 
$18.00. 

Leonard  P.  Lang,  M.D. 

as  as  as 

CLINICAL  THERMOGRAPHY  by  John  D.  Wallace 

and  Cecil  M.  Cade,  CRC  Press,  Cleveland,  1975. 
69  pp.  71  lllus.  Price  $12.95. 

This  compact  handbook  outlines  most  of  the 
common  medical  applications  of  thermogra- 
phy. A brief  discussion  of  the  history,  physics, 
and  physiologic  basis  of  thermography  is  fol- 
lowed by  an  jn-depth  discussion  of  this  tool  in 
the  evaluation  of  the  female  breast.  There  is 
only  superficial  treatment  of  other  uses.  The 
authors  conclude  that  the  mammotherm  is  of 
Continued  on  page  50 
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main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaf  lets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an. antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater, under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally, 'the  physi- 
cian-patient relationship  would  prot 
ably  be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa 
tient  of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may' 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of  ■ 
specialty,  can  speak.  It  has  relative!] 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  inserl 
I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  wher 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition- 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  becom 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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value  as  a screening  technique  that  can  iden- 
tify a high  or  low  breast  cancer  risk  group, 
but  the  technique  is  non-specific  and  of 
limited  value  as  a diagnostic  aid  in  an  indi- 
vidual case.  (In  general,  this  has  also  been 
borne  out  by  our  experience  in  our  own  Breast 
Screening  Project.)  The  authors’  estimation 
of  the  value  of  thermography  in  evaluating 
other  problems  ranges  from  nil  (placental 
localization)  to  experimental  (skin  testing, 
burn  assessment)  to  equivocal  (appendicitis, 
cerebral  circulation,  arthritis)  to  cautiously 
optimistic  (metastatic  disease,  herniated  disc). 
There  is  no  discussion  of  the  use  of  thermo- 
graphy in  peripheral  vascular  disease  or  in 
musculoskeletal  injury. 

Minor  defects  of  the  book  are  its  poor  or- 
ganization and  failure  to  adequately  consider 
the  question  of  objective  criteria  for  a positive 
mammotherm. 

The  book’s  opening  quotation  from  Alice  in 
Wonderland  and  final  statement  of  Murphy’s 
Law  (Nothing  is  as  easy  as  it  looks.  Every- 
thing takes  longer  than  you  think  it  will.  If 
anything  can  go  wrong,  it  will.)  emphasizes 
the  authors’  awareness  of  the  limitations  of 
thermography.  In  between,  the  reader  will  re- 
ceive a good  concise  appraisal  of  the  state  of 
the  art. 

John  Wallace,  now  deceased,  was  associated 
with  the  Department  of  Radiology  of  Jeffer- 
son Medical  School. 

Leonard  Rosenbaum,  M.D. 

% «S  Hf 

PROSTHESIS  AND  REHABILITATION  AFTER  ARM 
AMPUTATION  by  Leonard  F.  Bender,  M.D.,  M.S., 
Charles  C.  Thomas,  Springfield,  III.,  1974.  200  pp. 
Illus.  Price  $12.50. 

Dr.  Bender’s  description  of  prostheses,  their 
application,  pre-  and  post-operative  treatment 
in  readiness  for  prosthesis  applications,  reha- 
bilitation, and  education  of  the  individual 
prior  to  amputation,  when  possible,  and  post- 
amputation, is  well  delineated  in  this  book. 
This  book  is  well  written  for  the  novice  as 


well  as  the  seasoned  practitioner  who  may 
have  to  deal  with  people  who  have  had  ampu- 
tations and  require  prosthetic  fitting.  This 
text  is  an  excellent  addition  to  the  fund  of 
knowledge  for  those  physicians  who  encounter 
patients  with  an  amputation,  and  I feel  it 
would  be  well  worth  reading  for  any  physician 
in  this  field. 

The  contents  include  information  relative 
to  writing  a good  prescription  for  a prosthetic 
appliance.  It  explains  the  types  of  prosthetic 
appliances  available  at  this  time,  their  appli- 
cation, their  usefulness,  their  drawbacks,  and 
the  training  that  should  be  understood  by  the 
individual  who  will  be  assisting  the  patient  in 
his  rehabilitation  after  losing  a portion  of  the 
hand,  the  arm,  the  forearm,  or  even  the  entire 
arm.  This  book  is  well  illustrated,  and  there 
are  many  diagrams,  tables,  and  photographs  to 
explain  in  detail  the  written  word. 

I would  highly  recommend  this  book  for  all 
of  the  physicians  who  have  to  see  the  unfor- 
tunate patients  who  need  an  upper  extremity 
prosthetic  appliance. 

Joseph  A.  Arminio,  M.D. 

Hf  « «f 

A DESTROYING  ANGEL  by  Ola  Elizabeth  Winslow, 

Houghton  Mifflin  Co.,  Boston,  1974.  137  pp.  Price 
$5.95. 

This  charming  little  book  is  an  accurate, 
simplified  account  of  colonial  medicine  in  the 
Seventeenth  and  Eighteenth  Centuries  in  New 
England.  Ably  described  are  the  strong  lan- 
guage and  the  use  of  the  public  press  by  the 
physicians  to  present  their  points  of  argument. 
The  story  revolves  around  two  outstanding 
personalities  in  American  history,  the  Rev. 
Cotton  Mather  and  Dr.  Zabadiel  Boylston. 

The  Rev.  Mather  was  undoubtedly  one  of 
the  best  read  men  in  the  Colonies  at  the  time 
and  held  regular  correspondence  with  most 
of  the  Outstanding  scientists  of  Europe.  He 
was  a prolific  writer  on  medical  subjects  and 
in  1720  had  written  a pamphlet  entitled  “The 
Angel  of  Bathesda,”  in  which  he  gave  some 
advice  on  smallpox. 
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Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  Force 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  Medical  Recruiting  Team 
Suite  730,  Executive  Office  Bldg. 

2201  Rte.  No.  38,  Cherry  Hill  NJ  08034 
Phone:  (609)  667-9208/667-9268 

N ame : 

Address ; 

City 

State Zip 

Telephone 

Medicine.Not  Business. 
Air  Force  Physician 
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Feeling  that  the  new  method  of  inoculation 
introduced  into  England  from  Turkey  was 
beneficial,  he  encouraged  young  Dr.  Boylston 
to  experiment  with  this  method.  Eventually 
Dr.  Boylston  inoculated  247  people.  Of  these 
only  six  died  of  smallpox,  giving  a much  higher 
survival  rate  than  in  the  naturally  acquired 
disease.  After  a time  of  persecution  he  won 
out  against  his  more  outspoken  professional 
critics,  and  the  method  was  accepted  through- 
out the  Colonies. 

The  remainder  of  the  book  covers  the  dis- 
covery of  vaccination  with  cowpox  by  Dr.  Ed- 
ward Jenner  in  1796  and  its  general  accept- 
ance throughout  the  world. 

This  is  an  excellent  addition  to  medical 
Americana,  and  should  be  a part  of  all  medi- 
cal libraries. 

Allen  C.  Wooden,  M.D. 

VS  V£  VS 

DIAGNOSTIC  RADIOLOGY  IN  CLINICAL  MEDICINE 
by  Rosalind  H.  Troupin,  M.D.,  Year  Book  Medical 
Publishers,  Chicago,  1973.  106  pp.,  Illus.  Price 
$5.50. 

A clear,  concise  presentation  of  the  prin- 
ciples of  diagnostic  radiology,  this  text  em- 
phasizes the  systematic  interpretation  of  x-ray 
films.  Those  who  believe  the  best  way  to  learn 
radiology  is  by  examining  roentgenograms 
will  be  disappointed  to  find  only  ten  x-rays 
reproduced  in  the  entire  book.  Emphasis  is 
placed  instead  on  diagrams  which  are  helpful 
in  the  case  of  cardiac  series  but  not  as  much 


so  in  the  sections  on  abdominal  films  or  skele- 
tal studies.  The  reader  who  wants  to  see  the 
appearance  of,  for  example,  subperiosteal  bone 
erosion  characteristic  of  hyperparathyroidism 
must  turn  to  a more  comprehensive  text,  such 
as  Squire’s  Fundamentals  of  Roentgenology, 
(Squire  wrote  a complimentary  foreword  to 
this  book.)  However,  Troupin  does  provide 
leads  to  such' resources,  and  offers  the  advan- 
tages of  an  index  and  a moderate  price.  The 
book  would  be  useful  for  students  entering 
clinical  experience  who  desire  a brief  com- 
panion outline  of  common  roentgenographic 
features  as  they  examine  films. 

James  H.  Garvin,  Jr. 

Mr.  Garvin  is  a third-year  student  at  Jefferson  Medical  College. 

Editor’s  Note:  This  is  also  a useful  little  book  for  non-radi- 
ologists to  have  at  hand  when  they  review  a film,  particularly  one 
where  the  abnormality  has  not  thoughtfully  been  labeled  with 
arrows  by  the  radiologist.  Dr.  Troupin  provides  an  Epilogue 
which  includes  a list  of  books  entitled  Radiologic  Hi-Fi  Shelf. 
“Beware  of  the  existence  of  these  major  radiologic  refer- 
ences . . she  writes.  I do  suppose  she  meant,  “Be  aware  . . .” 

vs  vs  vs 

CURRENT  DIAGNOSIS  4 edited  by  Howard  F.  Conn, 
M.D.  and  Rex  B.  Conn,  Jr.,  M.D.,  Saunders,  Phila- 
delphia, 1974.  1151  pp.  Illus.  Price  $30.00. 

In  their  preface  to  the  fourth  edition  of  this 
classic  textbook,  Conn  and  Conn  spell  out 
their  design,  which  is  to  act  as  a resource  to 
the  physician  “only  when  he  has  a problem.” 
Thus,  they  pay  particular  attention  to  “the 
puzzling  and  confusing  variations  of  the  clini- 
cal picture  rather  than  to  the  classic  textbook 
image  of  disease.”  They  appear  to  fulfill  this 
objective  extremely  well.  The  text  is  directed 
to  the  busy  physician  in  Family  Practice,  In- 


“UNW  ANTED  HAIR  PERMANENTLY  REMOVED” 


Frances  B.  Aerenson,  R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 
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Baltimore  City  Health  Department 
Medical  Horizons 

KOCH  CENTENNIAL  SYMPOSIUM 


THE  CHALLENGES  OF  AMBULATORY 
CARE  OF  TUBERCULOSIS 

20—21  February  1976 

HILTON  HOTEL,  BALTIMORE,  MARYLAND 


1707 


Program  Coordinator:  David  Glasser,  M.D.,  M.P.H. 

SPEAKERS 

\LLACE  FOX,  Director  of  the  British  Medical  D.  A.  M ITCH  ISON,  Professor  of  Bacteriology  and 

search  Council,  Tuberculosis  and  Chest  Diseases  Director  of  the  Department  of  Bacteriology,  Royal 

it,  London.  Postgraduate  Medical  School,  London 


IS.  REYNOLD  BROWN,  GEORGE  COMSTOCK,  PAUL  DAVIDSON,  LAURENCE  FARER,  DAVID 
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IOMAS  MOULDING,  LEE  REICHM AN,  RICHARD  RILEY,  JOHN  SBARBARO,  WILLIAM  STEAD. 
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e Challenges  of  Ambulatory  Care  of  Tuberculosis  • The  Reclassification  of  Tuberculosis  • Pathogenesis  of 
berculosis  • Periodic  Recall  • The  Radiobiologic  Risks  of  Diagnostic  Radiation  • The  Infectiousness  of 
berculosis  • Drug  Resistance  in  Tuberculosis  • Clinical  Principles  of  Modern  Chemotherapy  • Mycobacteriologic 
nsiderations  in  Contemporary  Chemotherapy  • Intermittent  Chemotherapy  • Short-Course  Chemotherapy  • 
sessing  Self-Administered  Therapy  • Treatment  Successes  and  Treatment  Failures  • Biological  and  Economic  Costs 
the  Consumer  of  X-Irradiation  • Competing  Biologic  Risks  in  Preventing  Tuberculosis  • Epidemiology  and 
niazid  Chemopreventive  Treatment  • The  Mechanism  of  lsoniazid  Hepatotoxicity  • The  Role  of  BCG  in 
[.'venting  Tuberculosis  in  the  U.S. 
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d may  be  used  to  satisfy  re-registration  of  Maryland 
bdical  Licenses.  Approved  for  16  hours  of  elective 
dit  by  the  Maryland  Academy  of  Family  Physicians. 


I 

| The  Challenges  of  Ambulatory 
| C are  of  Tuberculosis 

I Please  reserve place(s)  at  the  Koch  Centennial 
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tern.  I Medicine,  or  Pediatrics,  who  is  puzzling 
over  an  FUO,  a vague  intestinal  problem,  chest 
paiix,  or  chronic  cough.  When  he  has  exhausted 
the  usual  screening  procedures  and  needs  more 
sophisticated  lab  or  x-ray  techniques,  Conn 
and  Conn  can  help,  and  they  do  so  in  an  ex- 
pert and  well-organized  fashion.  The  first 
section  of  the  text  is  devoted  to  23  of  the  most 
common  and  distressing  presenting  symptoms, 
such  as  the  unconscious  child,  lymphadeno- 
pathy,  pyuria,  fatigue,  etc.  The  remaining 
sections  deal  with  specific  disease  entities, 
based  on  organ  systems.  Once  you  learn  to 
use  this  text,  you  will  find  it  a constant  com- 
panion and  useful  resource  in  your  day-to-day 
dealings  with  patients.  We  recommend  you 
use  the  “Conn  men”  as  your  diagnostic  allies. 

Marjorie  J.  McKusick,  M.D. 

« * «e 

A PRACTICAL  GUIDE  TO  MINICOMPUTER  APPLICA- 
TIONS edited  by  Fred  F.  Coury,  John  Wiley,  New 
York,  1972.  370  pp.  Price  $11.50. 

This  is  a book  of  selected  reprints  directed 
specifically  toward  the  utilization  of  minicom- 
puters. The  emphasis  is  on  supplying  those 
whose  specialty  is  not  computer-oriented  with 
the  information  and  background  to  aid  in  se- 
lection of  applications,  software,  and  hardware. 

The  editor’s  introduction  is  followed  by  28 
reprinted  articles.  These  papers  are  drawn 
from  a wide  range  of  sources,  including  engi- 
neering journals,  conference  proceedings,  and 
technical  papers.  These  articles  are  divided 
into  five  sections:  An  Introduction  to  Mini- 

computers, Peripheral  and  Software  Considera- 
tions, Selecting  a Minicomputer,  General  Ap- 
plications, and  Specific  Applications. 

Each  of  these  areas  is  covered  in  a compre- 
hensive manner.  However,  some  of  these  pa- 
pers were  written  as  early  as  1969.  In  such  a 
rapidly  changing  environment  as  that  of  mini- 
computers, the  advance  of  the  state-of-the-art 
is  very  rapid.  In  the  time  taken  to  assemble, 
edit,  and  publish  this  set  of  articles,  some  have 
become  technologically  or  economically  obso- 
lete although  valid  in  principle.  Answers  to 


the  questions  posed  by  some  authors  have 
been  found  and  are  no  longer  of  considera- 
tion. At  the  precise  moment  of  publication, 
this  collection  was  slightly  behind  the  times; 
today  it  is  a hardware  generation  behind. 

D.  A.  Bly 

* £ 

ANATOMICAL  CORRELATES  OF  CLINICAL  ELECTRO- 
MYOGRAPHY by  Joseph  Goodgold,  M.D.,  Williams 
& Wilkins,  New  York,  1974.  151  pp.  Illus.  Price 
$15.00. 

The  author  is  director  of  electrodiagnostic 
service  at  the  Institute  of  Rehabilitation  Medi- 
cine and  Professor  of  Rehabilitation  Medicine 
at  New  York  University  School  of  Medicine. 
Dr.  Goodgold  has  made  distinguished  contribu- 
tions to  electromyographic  literature.  In  the 
foreword  Dr.  Ernest  Johnson  aptly  points  to 
the  need  that  has  existed  for  authoritative  in- 
formation on  anatomy  for  electromyographers. 
Dr.  Goodgold’s  book  now  fills  the  void. 

To  demonstrate  precise  placement  of  elec- 
trodes, the  author  has  provided  beautiful  illus- 
trations of  anatomical  landmarks  by  combin- 
ing surface  views  and  photographs  with  cross- 
sectional  views  at  various  levels.  The  sites 
for  needle  insertion  in  the  muscles  and  for  elec- 
trical stimulation  for  nerve  conduction  are 
clearly  shown.  (It  is  hoped  that  future  edi- 
tions will  include  surface  views  of  paraspinal 
areas  to  supplement  the  present  cross  sec- 
tions.) Opposite  each  illustration  there  is  a 
brief  outline  of  functional  anatomy  of  the 
corresponding  muscles  and  nerves.  At  the 
same  time  correlation  is  made  with  clinical 
nerve  entrapment  syndromes  and  other  neuro- 
muscular pathology.  No  important  detail  is 
overlooked.  By  citing  the  examples  of  aber- 
rant innervation  the  author  brings  home  the 
point  that  anatomical  variations  are  by  no 
means  rare  and  should  be  kept  in  mind  in  rou- 
tine work. 

This  exceedingly  effective  book  will  make 
life  easier  for  students  and  practitioners  of 
clinical  electromyography.  It  should  also  con- 
tribute to  greater  accuracy  of  the  tests. 

Abraham  Vinograd,  M.D. 
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Why  you  shouldn’t  lease  a car 
the  same  place  your  patients  do. 

There  are  a lot  of  ordinary  leasing  companies  around,  leasing  ordinary  cars  to 
ordinary  people.  And  they  ordinarily  do  a good  job. 

But  not  for  you. 

You’re  special.  Not  because  of  the  degrees  and  board  certifications  hang- 
ing on  your  wall.  But  because  you  are,  as  your  accountant  will  tell  you,  a tax-and- 
accounting  anomaly. 

There  are  leasing  plans — like  accelerated  payment  leasing,  for  instance — 
that  make  an  immense  amount  of  sense  for  you  and  no  sense  at  all  for  ordinary 
people.  Besides,  you're  not  exactly  an  ordinary  credit  risk.  So  you  benefit  from  lower 
leasing  rates,  that  reflect  your  position  in  the  community. 

That’s  where  our  specialization  pays  off.  We  can  devise  very  sophisticated 
leases  especially  for  doctors — open  or  closed  end,  with  buy-out  protection. 

Any  kind  of  car,  of  course.  From  anywhere  in  the  world.  Give  us  a call. 

Automotive  Lease  Management  Associates 

706  E.  Gay  Street,  West  Chester,  Pa.  19380 
(215)  696-0511 

Irwin  Building,  King  of  Prussia,  Pa.  19482 
(215)337-0310 
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American  Indian  Jewelry  representing  the 
finest  in  Zuni  and  Navajo  Artists  • Arts  and 
Crafts  from  North,  Central  and  South  Ameri- 
can Indians. 

• weavings  • clothing  • leather 
• pottery  • paintings 


Horseshoe  Lane,  54  E.  Main  St.  / Newark,  Del.  / 302-453-8385  gj 
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Speakers  on 
"Ask  the  Doctor” 


NCI  Studies 


Sickle  Cell- 
Hypertension 
Screening 
Program 


Maternal  and 
Child  Health 
Programs 


Lung  Disease 
Seminar 


Patient  Care 
Conference 


Speakers  for  February,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  February  3,  Gilbert  Kates, 
D.D.S.,  Dentistry  for  Children;  February  10,  Roger  C.  Stevenson,  M.D.,  Urinary 
Tract  Infections;  February  17,  Joseph  R.  Anticaglia,  M.D.,  Hearing  Loss;  Feb- 
ruary 24,  Lanny  Edelsohn,  M.D.,  Stroke. 

The  NCI-VA  Medical  Oncology  Branch  requests  referrals  of  patients  with  the 
following  malignancies:  1)  Microscopically  proven,  inoperable  bronchogenic 
carcinoma,  especially  small  cell  (oat  cell)  carcinoma.  Patients  must  not  have  | 
received  prior  radiotherapy  or  chemotherapy.  2)  Microscopically  proven,  metas- 
tatic prostatic  adenocarcinoma  (Stage  D)  patients  who  have  not  received  prior  ^ 
chemotherapy  or  hormonal  therapy.  3)  Microscopically  proven  hepatocellular  i 
carcinoma  (hepatoma)  patients  without  prior  chemotherapy.  Both  veteran  and  I 
non- veteran  patients  are  eligible  for  these  studies.  For  information  contact:  John 
D.  Minna,  M.D.,  Acting  Chief,  NCI-VA  Medical  Oncology  Branch,  Veterans  Ad- 
ministration Hospital,  50  Irving  Street,  N.W.,  Washington,  D.C.  20422,  or  call 
(202)  389-7275. 

Pennsylvania  Hospital  is  sponsoring  a Sickle  Cell-Hypertension  Screening  Pro- 
gram for  Sickle  Cell  and  Cooley’s  Anemia  and  high  blood  pressure.  The  project 
is  funded  by  a United  Fund  grant.  Genetic  counselling  will  be  offered  free  to 
individuals  who  carry  Sickle  Cell  or  Cooley’s  Anemia  traits.  For  information 
call:  Pennsylvania  Hospital’s  Sickle  Cell-Hypertension  Screening  Center,  (215) 
829-3936. 

The  Division  of  Maternal  and  Child  Health  of  the  University  of  California  School 
of  Public  Health  at  Berkeley  will  conduct  postgraduate  programs  leading  to  the 
degree  of  Master  of  Public  Health.  Scheduled  are  nine-month  programs  in  Ma- 
ternal and  Child  Health,  Family  Planning,  or  School  Health;  a 21-month  program 
on  the  Multiply  Handicapped  and  Mentally  Retarded  Child;  and  three-year 
academic  and  residency  Career  Development  Programs  in  pediatrics  or  obstetrics- 
gynecology.  Tax-exempt  fellowship  support  is  available.  Applications  are  now 
being  accepted  for  July  or  September  1976  admission.  For  information  write: 
Helen  M.  Wallace,  M.D.,  School  of  Public  Health,  University  of  California, 

Berkeley,  California  94720. 

CLINICAL  NOTICES  AND  MEETINGS 

Asthma  and  Immunological  Lung  Disease  will  be  the  theme  of  the  Second  Annual 
Current  Concepts  in  Lung  Disease  Seminar  to  be  held  at  the  University  of  Maryland 
School  of  Medicine,  Baltimore,  Maryland,  February  6-7.  For  information  contact: 
American  Lung  Association  of  Maryland,  11  E.  Mt.  Royal  Avenue,  Baltimore,  Mary- 
land 21202.  Telephone  (301)  685-6484. 

The  American  Society  of  Internal  Medicine  and  the  National  Joint  Practice  Commission 
will  co-sponsor  a multidisciplinary  medical  conference  on  Advances  in  Patient  Care 
in  Kauai,  Hawaii,  February  23 -March  1.  For  information  contact:  Spring  Zoog, 
Conference  Coordinator,  MCSA,  315  University  District  Building,  1107  N.E.  45th 
Street,  Seattle,  Washington  98105.  Telephone  (206)  633-0505. 
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WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MONDAY-FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
MONDAY-FRIDAY 8-5  PM  and  SATURDAY 8-12 NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
MONDAY-FRIDAY 8-5  PM  and  SATURDAY 8-12  NOON 

| PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
n,  Delaware  now  has  four  branches  to  serve  you.  They 
e located  in  Wilmington,  Newark,  and  Dover,  with  a 
ijbsidiary  laboratory  in  Downington,  Pennsylvania.  (All 
boratories  are  state  licensed  and  have  Medicaid  and 
edicare  approval.  The  main  laboratory  in  Wilmington 
federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
edical  and  industrial  community  including:  histology, 


cytology,  bacteriology,  chemistry,  hematology,  immuno- 
hematology,  chemistry  profiles  (SMA  12/60),  automated 
gas  chromatography,  thin-layer  chromatography,  drug 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available. 

For  your  convenience,  daily  pick-up  of  specimens 
within  the  range  of  the  laboratory  branches  is  provided. 


PROFESSIQHAL  CLINICAL  LABORATORIES.  INC. 


ssional  Building  Suite  202  • Augustine  Cut-off  Wilmington,  Delaware  19803  • PHONE:  302  - 655-9621 
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Contemporary 
Medicine  and 
Surgery  Society 

The  1976  American  Society  of  Contemporary  Medicine  and  Surgery  Scientific  Assembly 
will  be  held  in  Bal  Harbour,  Florida,  February  29-March  5.  Seminars  will  be  held  on 
Cancer,  Cardiovascular  Disease,  Hypertension,  Alimentation,  Infectious  Disease,  Gas- 
troenterology, Pulmonary  Disease,  and  sections  on  Special  Medicine  and  Special 
Surgery.  For  information  write:  John  G.  Bellows,  M.D.,  ASCMS  Director,  30  North 
Michigan  Avenue,  Chicago,  Illinois  60602. 

Radiology 

Conference 

The  6th  Annual  Aspen  Radiology  Conference  will  be  held  at  the  Aspen  Institute  for 
Humanistic  Studies,  Aspen,  Colorado,  March  1-5.  The  conference  is  designed  for 
physicians  and  scientists  interested  in  diagnostic  radiology,  nuclear  medicine,  and 
radiation  therapy.  Topics  for  discussion  will  include  advances  in  cardiovascular, 
gastrointestinal,  bone  and  neuroradiology  involving  a tri-radiological  approach.  For 
information  contact:  Emanuel  Salzman,  M.D.,  Conference  Chairman,  Division  of  Radi- 
ology, Beth  Israel  Hospital,  Denver,  Colorado  80204.  Telephone  (303)  825-2190. 

Internal  Medicine 
Seminar 

A postgraduate  seminar  on  Advances  in  Internal  Medicine  will  be  held  in  Snowbird, 
Utah,  March  1-5.  Enrollment  limited  to  250  persons.  For  information  contact: 
Malcolm  M.  Berenson,  M.D.,  Assistant  Professor  of  Medicine,  Chairman,  Postgraduate 
Education,  Department  of  Internal  Medicine,  University  of  Utah  Medical  Center,  Salt 
Lake  City,  Utah  84132.  Telephone  (801)  581-7802. 

Learning 

Disability 

Symposium 

The  Sussex  County  Community  Mental  Health  Center  and  the  Sussex  County  Mental 
Hygiene  Clinic  will  co-sponsor  a Learning  Disability  Symposium  at  Sussex  Central 
High  School,  Georgetown,  Delaware,  March  5.  Symposium  topics  will  be:  Medical 
Causes  and  Treatment  Modalities  of  Learning  Disorders;  Community  and  Family  Ap- 
proach to  Learning  Disabilities  and  Current  Research  Trends;  Psychological  Causes, 
Effects,  and  Practical  Approaches  to  Learning  Disorders.  For  information  contact: 
Lionel  O.  deBernard,  M.D.,  Box  563,  Georgetown,  Delaware  19947.  Telephone  (302) 
856-6108. 

Nephrology 

Seminar 

The  7th  Annual  Postgraduate  Nephrology  Seminar  on  Hematologic,  Hemodynamic,  and 
Vascular  Aspects  of  Renal  Disease,  Pathogenesis  Diagnosis  and  Therapy  will  be  held 
in  Aspen,  Colorado,  March  15-17.  For  information  contact:  Administrator,  Post- 
graduate Courses,  American  Heart  Association,  7320  Greenville  Avenue,  Dallas,  Texas. 

Trauma  Course 

A three-day  course  on  Trauma,  stressing  treatment  of  life-threatening  injuries,  as  well 
as  medical  emergencies,  will  be  held  at  the  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore,  Maryland,  March  17-19.  For  information  contact:  Janet  B.  Hardy, 
M.D.,  Director,  Continuing  Education,  Turner  Auditorium  Building,  720  Rutland 
Avenue,  Baltimore,  Maryland  21205. 

Course  on  Neuro- 
Otolaryngology 

The  University  of  Pittsburgh  will  present  a course  on  Clinical  Neuro-Otolaryngology 
in  Pittsburgh,  Pennsylvania,  March  25-27.  The  course  is  designed  to  aid  in  the  under- 
standing of  the  various  neurological  aspects  of  otorhinolaryngological  disorders.  The 
focus  will  be  on  practical  clinical  evaluation  and  management,  with  brief  formal  presen- 
tations and  panel  conference-type  discussions.  For  information  write:  Sidney  N. 
Busis,  M.D.,  Course  Director,  Eye  and  Ear  Hospital  of  Pittsburgh,  Pittsburgh,  Penn- 
sylvania 15213. 

Ob-Gyn  Symposium 

A three-day  symposium  on  Diseases  and  the  Treatment  of  Diseases  of  the  Urethro- 
Cystic  Junction  of  the  Female  will  be  presented  on  November  10-12  under  the  auspices 
of  the  Department  of  Obstetrics- Gynecology,  Wilmington  Medical  Center,  and  the 
Delaware  Gynecological  Research  Foundation.  A distinguished  national  faculty  will 
present  the  symposium.  For  information  contact:  Oscar  N.  Stern,  M.D.,  Program 
Director,  1509  Gilpin  Avenue,  Wilmington,  Delaware  19806. 
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respond  to  one 


According  to  her  major 
mptoms,  she  is  a psychoneu- 
tic  patient  with  severe 
jixiety.  But  according  to  the 
ascription  she  gives  of  her 
elings,  part  of  the  problem 
ay  sound  like  depression, 
pis  is  because  her  problem, 
though  primarily  one  of  ex- 
ssive  anxiety,  is  often  accom- 
inied  by  depressive  symptom- 
ology.  Valium  (diazepam) 
n provide  relief  for  both— as 
e excessive  anxiety  is  re- 
ved,  the  depressive  symp- 
ms  associated  with  it  are  also 
ten  relieved. 

There  are  other  advan- 
ges  in  using  Valium  for  the 
anagement  of  psychoneu- 
tic  anxiety  with  secondary 
pressive  symptoms:  the 
ychotherapeutic  effect  of 
ilium  is  pronounced  and 
pid.  This  means  that  im- 
ovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wiunr 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


rveillance  because  of  their  predisposi- 
n to  habituation  and  dependence.  In 
sgnancy,  lactation  or  women  of  child- 
aring  age,  weigh  potential  benefit 
;ainst  possible  hazard, 
ecautions:  If  combined  with  other  psy- 
otropics  or  anticonvulsants,  consider 
refully  pharmacology  of  agents  em- 
)yed;  drugs  such  as  phenothiazines, 
rcotics,  barbiturates,  MAO  inhibitors 
d other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
tients  severely  depressed,  or  with  latent 
pression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


PAIN  FOR  CANCER  CARE 


The  concept  for  providing  the  best  possible 
care  for  Delaware  cancer  patients  is  a valid  and 
lofty  ideal  supported  by  most  long-range  plan- 
ners. Development  of  expanded  and  extended 
patient-care  programs  presents  difficulties  and 
pain  in  funding.  Although  many  pilot  programs 
are  now  presently  funded  by  Federal  monies 
i through  the  National  Cancer  Institute,  all  pro- 
grams being  developed  must  have  as  their  aim 
j a system  of  self-support  for  the  day  when  the 
j Federal  monies  are  no  longer  available. 

Mr.  H.  G.  Pierce,  Senior  Vice-President  of  Blue 
Cross  Association,  Chicago,  Illinois,  addressing 
the  second  Annual  Meeting  of  the  Association  of 
Community  Cancer  Centers,  spoke  to  this  point 
in  a very  vivid  fashion.  With  regard  to  the  cost 
effectiveness  of  mass  screening  for  breast  cancer, 
he  reported  that  after  a fairly  extensive  study 
there  is  no  cost  effectiveness  resulting  from  the 
mass  screening  of  asymptomatic  women.  Such  a 
project  cannot  at  this  time  be  fiscally  justified. 
From  a practical  standpoint  mammography  can 
only  be  funded  as  a diagnostic  measure  for  ap- 
plication to  those  women  in  the  high  risk  group. 
But  even  in  this  case  the  cost  effectiveness  of 
such  early  detection  has  not  been  well  estab- 
lished. 

Mr.  Pierce  went  on  to  point  out  that  Blue  Cross 
lost  considerable  money  in  1975  because  their  in- 
come is  fixed  and  their  output  has  been  increased 
by  growing  ambulatory  care  costs  and  inflation. 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*An  NCI-supported  agency  located  at  1200  Jefferson 


Leslie  W.  Whitney,  M.D. 


There  has  been  no  decrease  in  inpatient  costs.  A 
dramatic  example  of  the  problem  of  the  addi- 
tional cost  of  health  benefits  was  the  statement 
that  these  additional  costs  cancelled  the  corpor- 
ate profit  for  General  Motors  in  the  last  quarter 
of  1975.  This  will  probably  result  at  long  last  in 
the  establishment  of  a ceiling  on  what  monies 
corporations  are  willing  to  pay  for  health  bene- 
fits. This  means  that  additional  benefits  such 
as  those  that  are  developed  in  a cancer  center 
cannot  be  funded  by  insurance  unless  something 
else  is  eliminated  from  the  program.  An  increase 
in  the  dollar  amount  assumed  by  the  patient  or 
the  development  of  co-insurance  or  catastrophic 
insurance  to  carry  the  cost  of  long-term  cancer 
care  may  be  a reasonable  solution  to  this  prob- 
lem. 

Evidence  was  also  cited  indicating  that  the 
increased  treatment  of  cancer  patients  on  an  am- 
bulatory basis  such  as  that  provided  at  Robin 
Hall  in  the  Wilmington  Medical  Center  for  pa- 
tients receiving  radiation  therapy  may  be  cost 
effective  for  the  individual,  but  does  not  neces- 
sarily result  in  a total  saving  in  the  cost  of  care 
for  the  patients  who  are  ill.  This  places  all  of 
us  in  a position  of  deciding  whether  we  are 
willing  to  trade  lumps,  bumps,  minor  lacerations, 
glasses,  and  certain  drugs  on  the  lower  end  of  the 
benefits  scale  for  better  and  adequate  coverage 
for  funding  the  increasing  cost  of  long-term  can- 
cer care. 

We  must  now  plan  a method  of  sound  support 
for  the  expanding  cancer  programs  in  Delaware. 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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MALPRACTICE  UPDATE  II 


In  a special  newsletter  which  was  delivered 
to  the  membership  on  or  about  January  22nd 
I attempted  to  bring  up-to-date  the  progress 
that  has  been  made  by  the  Delaware  Medical 
Malpractice  Commission,  which  was  created  by 
Governor  Tribbitt  on  December  19,  1975.  You 
may  find  it  worthwhile  to  review  that  newsletter. 

The  full  Commission  met  on  January  12th, 
19th,  26th,  30th  and  February  5th  of  1976.  The 
meetings  were  long  and  featured  lively  and 
reasoned  debate,  and  the  members  were  diligent 
in  their  efforts  to  arrive  at  workable  solutions 
through  compromise  and  persuasion.  It  is  felt 
by  the  Commission  that  the  bill  which  will  be 
presented  for  legislative  enactment  represents  a 
workable  compromise  that  should  insure  the 
availability  of  medical  malpractice  insurance 
through  the  voluntary  market,  but  by  no  means 
is  there  any  certainty  that  there  will  be  a reduc- 
tion in  premium  costs. 

The  compromise  bill,  which  I shall  designate 
the  Governor’s  Commission  Bill,  has  several  dif- 
ferences from  the  Medical  Society  of  Delaware 
(MSD)  October  Substitute  Bill,  which  was  pub- 
fished  in  the  November  1975  issue  of  the  Dela- 
ware Medical  Journal.  I suggest  that  you  refer 
to  it  when  reading  this  communication. 

Malpractice  review  panels  are  provided,  and 
each  panel  is  composed  of  five  voting  members. 
Included  are  two  health  care  providers,  at  least 
one  of  whom  shall  be  a physician,  and  the  other 
one  of  whom,  if  available,  shall  be  from  one  of 
the  health  care  disciplines  involved  in  the  ac- 
tion. There  shall  be  one  attorney,  and  there 
shall  be  two  lay  persons  who  are  not  associated 
with  the  health  care  industry  nor  licensed  to 
practice  law.  The  findings  of  the  panel  are  ad- 
missible as  prima  facie  evidence  in  any  court 
proceedings.  The  panel  is  optional  but  may  be 
convened  by  request  of  either  party  to  the  action. 

Joint  Underwriting  Association  is  provided 
that,  in  general,  follows  that  which  was  incorpor- 
ated in  the  MSD  October  Substitute. 


Statute  of  Limitations  is  reduced  to  two  years 
with  a third  year  permitted  where  the  occurrence 
of  the  injury  was  unknown  and  could  not  with 
reasonable  diligence  be  discovered.  An  excep- 
tion for  minors  is  provided  so  that  a minor  will 
have  until  his  or  her  sixth  birthday  to  bring  an 
action. 

Agreement  assuring  result  to  be  in  writing  is 
left  unchanged  from  previous  legislative  pro- 
posals. 

Informed  Consent  is  defined  as:  “The  consent 
of  a patient  to  the  performance  of  health  care 
services  by  a health  care  provider  given  after  the 
health  care  provider  has  informed  the  patient  to 
an  extent  reasonably  comprehensible  to  general 
lay  understanding,  of  the  nature  of  the  proposed 
procedure  or  treatment  and  of  the  risks  and  al- 
ternatives to  treatment  or  diagnosis  which  a 
reasonable  patient  would  consider  material  to 
the  decision  whether  or  not  to  undergo  the  treat- 
ment or  diagnosis.”  Further  clarification  of  the 
doctrine  of  informed  consent  is  outlined  in  a 
manner  that  is  equitable  to  both  health  care  pro- 
vider and  the  patient. 

Presumption  of  negligence  (or  res  ipsa  loqui- 
tor)  is  permitted  where  injury  or  death  results 
when:  1)  a foreign  object  was  unintentionally  j 
left  within  the  body  of  the  patient  following  sur- 
gery; 2)  an  explosion  or  fire  originating  in  the  ! 
substance  used  in  treatment  occurred  in  the  '■ 
course  of  treatment;  or  3)  a surgical  procedure  j 
was  performed  on  the  wrong  patient,  on  the  j 
wrong  organ,  limb,  or  part  of  the  patient’s  body. 

Expert  witness.  An  attempt  is  made  to  limit 
the  “hired  gun”  or  “wandering  expert”  type  of  ; 
medical  expert  by  specifying  that  an  expert  wit-  j 
ness  must  be  familiar  with  that  degree  of  skill 
ordinarily  employed  in  the  community  or  locality  I 
where  the  alleged  malpractice  occurred  under  i 
similar  circumstances  by  members  of  the  pro- 

Continued  on  page  68 
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In  gastritis  and  duodenitis— when 
patients  feel  the  squeeze  of  G.I.  spasm - 
Kinesed® offers  this  effective  relief: 

potent  antispasmodic/ 
antisecretory  action 
with  belladonna  alkaloids 
prompt  relief  of  gaseous  distention 

with  simethicone 

proven  relief  of  associated  anxiety 
and  tension  with  phenobarbital. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or 
hepatic  disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be 
habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 
atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms,  Children  2 to  12  years: 

One-half  or  one  tablet  three  or  four  times  daily.  Tablets 
may  be  chewed  or  swallowed  with  liquids. 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warning: 
may  be  habit  forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 

40  mg.  simethicone. 
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fession  practiced  by  the  health  care  provider. 
Such  an  expert  witness  need  not  be  licensed  in 
the  State  of  Delaware. 

Punitive  damages  may  be  awarded  where  in- 
jury was  maliciously  intended  or  the  result  of 
willful  or  wanton  misconduct  by  the  health  care 
provider. 

Collateral  source  is  retained,  but  only  as  evi- 
dence which  the  trier  of  fact  must  consider. 
Thus  it  is  left  to  the  court  or  the  jury  to  deter- 
mine whether  collateral  source  sums  are  to  be 
deducted  from  any  award  for  damages. 

Periodic  payments;  reduction  of  awards  in 
events  of  certain  contingencies.  This  section  al- 
lows for  payment  of  an  award  over  a period 
of  time  rather  than  as  a lump  sum.  Because  of 
administrative  complexities  the  Commission 
found  this  section  difficult  to  deal  with  and  was 
sorely  tempted  to  discard  it.  However,  vigorous 
persuasion  by  some  Commission  members  re- 
sulted in  the  adoption  of  a modification  of  the 
MSD  October  Substitute  provision  which  ap- 
pears to  be  acceptable.  The  principle  of  periodic 
payment  is  important  to  the  insurance  industry 
and  especially  to  such  groups  as  hospitals  who 
may  elect  to  self  insure  against  medical  liability. 
At  it  is  written,  there  is  some  constraint  of 
windfall  wealth  accruing  to  the  estate  of  a pa- 
ient  who  expires  shortly  after  an  award  is  made. 

Limitation  of  claimant  attorney  fees  is  re- 
tained, though  at  a higher  level  than  in  the 
MSD  October  Substitute,  but  at  a lower  level 
than  is  the  current  practice  in  the  legal  profession 
here  in  Delaware. 

Savings  Clause.  The  savings  clause  attempts 
to  apply  as  much  of  this  proposed  act  as  pos- 
sible to  existing  claims  that  are  filed  prior  to  the 
adoption  of  this  proposed  legislation  except  in 
those  instances  where  such  retroactive  applica- 
tion is  not  feasible  or  would  work  an  injustice 
to  the  claimant. 

Awards  for  pain  and  suffering,  loss  of  con- 
sortium, and  so  forth  are  not  excluded  in  this 
Governor’s  Commission  legislation.  Some  mem- 
bers of  the  Commission  expressed  grave  mis- 
givings that  the  failure  to  eliminate  this  category 
of  award  would  result  in  the  failure  of  the  legis- 


lation to  achieve  the  goal  of  insurance  availability 
at  an  affordable  cost. 

Study  Commission.  The  Governor’s  Commis- 
sion Bill  includes  a subchapter  that  establishes 
a study  commission  of  fifteen  members  which  is 
to  study  in  further  detail  the  problem  of  medical 
malpractice  in  Delaware.  The  Commission  is  to 
submit  to  the  Governor  and  General  Assembly 
by  May  1,  1977  a report  on  the  effectiveness  of 
the  proposed  legislation  with  recommendations 
that  the  study  commission  may  deem  appropriate 
as  to  any  aspect  of  Delaware’s  health  care  sys- 
stem.  Although  it  is  not  spelled  out  in  the 
chapter  embodied  in  the  Governor’s  Commis- 
sion Bill,  it  is  anticipated  by  this  present  com- 
mission that  the  study  commission  will  be  di- 
rected to  study  and  make  suggestion  for  legis- 
lative action  where  appropriate  in  the  following 
areas:  1)  Limitation  of  damages  recoverable  and 
speoific  elimination  of  pain  and  suffering;  2) 
Health  care  provider  discipline,  embracing  such 
things  as  continuing  education,  periodic  relicens- 
ing, recertification,  mandatory  retirement,  and 
more  effective  and  prompt  disciplining  of  the 
various  health  care  providers  by  the  appropriate 
licensing  bodies. 

As  pointed  out  in  my  earlier  communication 
the  Governor’s  Commission  Bill  is  weaker  in 
some  respects  than  our  MSD  October  Substitute. 
However,  I believe,  after  sitting  on  the  Gover- 
nor’s Commission  that  this  new  legislation  is  the 
best  that  is  likely  to  be  available  at  the  present 
time  and  that  it  goes  a long  way  in  addressing 
the  malpractice  insurance  crisis  that  we  in  medi- 
cine are  facing.  Unless  weakened  during  its 
consideration  by  the  General  Assembly  I recom- 
mend that  the  membership  of  the  Medical  So- 
ciety of  Delaware  support  the  legislation  pre- 
pared by  the  Delaware  Medical  Malpractice 
Commission. 

As  the  final  draft  of  the  legislation  and  the 
Commission’s  report  become  available  for  dis- 
tribution it  will  be  made  available  to  the  mem- 
bership of  our  Society. 
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LAPAROSCOPY  AND  SOME 
OF  ITS  HAZARDS 

Mohammad  Imran,  M.B.,  B.S.,  M.R.C.O.G. 

Manoochehr  Yashari,  M.D. 
William  G.  Slate,  M.B.,  Ch.B.,  M.S. 


Laparoscopy  is  gaining  in  popularity  and  has 
become  an  essential  part  of  today’s  diagnostic 
and  operative  armamentarium  in  gynecology.  It 
is  particularly  important  for  the  operator  to  be 
aware  of  complications  and  failures  of  technique 
which  are  peculiar  to  laparoscopy. 

The  purpose  of  this  paper  is  to  review  the  ex- 
perience of  the  Wilmington  Medical  Center  with 
laparoscopy  and  to  note  its  complications.  Ad- 
mission procedures,  length  of  stay,  anesthesia, 
equipment,  and  technique  are  reviewed.  Atten- 
tion is  focused  on  points  of  operative  technique 
which  may  help  avoid  complications. 

Material  and  Methods 

1,457  laparoscopic  procedures  (1,302  opera- 


Dr.  Imran  is  an  attending  physician  in  the  Department  of  Ob- 
stetrics and  Gynecology  at  the  Wilmington  Medical  Center. 

Dr.  Yashari  is  an  Associate,  Department  of  Obstetrics  and  Gyne- 
cology, Pottstown  Memorial  Medical  Center,  and  is  an  Instructor 
in  Obstetrics  and  Gynecology,  Jefferson  Medical  College,  Thomas 
Jefferson  University. 

Dr.  Slate  is  the  Director  of  the  Department  of  Obstetrics  and 
Gynecology,  Wilmington  Medical  Center,  and  is  Professor  of 
Obstetrics  and  Gynecology,  Jefferson  Medical  College,  Thomas 
Jefferson  University. 


tive  and  155  diagnostic)  were  performed  by  the 
attending  and  resident  staff  of  the  Wilmington 
Medical  Center  on  both  private  and  non-private 
patients  during  the  21-month  period,  June  1971 
through  March  1973.  One  hundred  and  fifty- 
three  patients  had  a D&C  in  conjunction  with 
laparoscopy. 

All  of  the  1,302  operative  laparoscopic  pro- 
cedures were  done  to  accomplish  tubal  sterili- 
zation. (Table  1)  The  parity  of  these  patients 
ranged  from  zero  to  12  with  an  average  of  3.4. 
Tubal  sterilization  was  accompanied  by  termina- 
tion of  pregnancy  via  suction  curettage  in  100 
cases. 

Diagnostic  laparoscopy  was  used  mainly  as 
part  of  an  infertility  work-up  but  was  also  used 
in  the  evaluation  of  chronic  and  unexplained 
pelvic  pain,  ill-defined  pelvic  masses,  and  pos- 
sible ectopic  pregnancy.  (Table  2) 

Most  patients  (1,152)  were  scheduled  as  out- 
patients. Those  scheduled  as  inpatients  (305) 
were  mostly  encountered  at  the  beginning  of  our 
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TABLE  1 

TIMING  OF  TUBAL  STERILIZATION  BY 
LAPAROSCOPIC  ROUTE 


Elective 

Number 

1200 

Immediately  after  D&E  for 

therapeutic  abortion 

100 

Following  abortion  induced 

by  amnioinfusion 

2 

TOTAL 

1302 

experience  or  were  patients  who  required  preop- 
erative evaluation  of  a variety  of  medical  dis- 
orders (diabetes,  hypertension,  and  cardiovascu- 
lar and  respiratory  diseases)  and  for  whom  an 
additional  major  surgical  procedure  was  a likely 
sequel  to  diagnostic  laparoscopy.  The  shortest 
stay  among  the  inpatient  group  was  24  hours;  the 
longest,  11  days. 

Patient  weight  ranged  from  39.5  to  108.9  kg 
(87  to  240  lbs)  with  an  average  of  63  kg  (139 
lbs).  The  age  range  was  from  11  to  47  years 
with  an  average  of  29. 

The  types  of  anesthesia  employed  were:  in- 
halation anesthesia  with  endotracheal  intuba- 
tion, 453;  inhalation  anesthesia  without  intuba- 
tion, 983;  and  local  infiltration  using  1%  xylo- 
caine  without  epinephrine,  21  cases. 

Technique 

Routine  preoperative  evaluation  included  a 
complete  history  and  physical  examination, 
Papanicolaou  smear,  CBC,  and  urinalysis.  Non- 
private patients  also  had  a cervical  culture  for 
gonorrhea  and  a serologic  test  for  syphilis. 

Pneumoperitoneum  was  always  induced  with 
carbon  dioxide.  The  lower  border  of  the  um- 
bilicus was  the  site  most  frequently  used  for 
Verres  needle  puncture  as  well  as  for  insertion 
of  the  trocar  and  cannula.  In  patients  with  pre- 
vious midline  scars,  a site  approximately  2 cm 
lateral  to  the  midline  was  chosen  as  a safety  pre- 
caution against  bowel  perforation. 

A 10  mm  180°  Wolf  laparoscope  was  used  in 
most  cases.  In  the  majority,  Steptoe’s  two-punc- 
ture  method2  was  used.  The  operating  cannula 
was  usually  inserted  in  the  midline  above  the 


pubic  symphysis  under  direct  visualization.  When 
sterilization  was  performed,  it  was  accomplished 
by  diathermy  coagulation,  usually  with  excision 
of  a segment  of  the  tube,  as  described  by  Step- 
toe.1  The  three-burn  modification  using  Thomp- 
son and  Wheeless’  one  incision  technique3  was 
used  by  a few  physicians  during  the  last  three 
months  of  the  study. 

Results 

Twelve  hundred  women  underwent  interval 
tubal  sterilization  because  (1)  they  were  satis- 
fied with,  or  desired  to  limit,  family  size;  (2)  they 
did  not  want  additional  pregnancies;  or  (3)  they 
had  socio-economic  reasons.  Thirteen  nulli- 
gravidae  were  sterilized  on  the  basis  of  mental 
retardation.  One  hundred  women  had  tubal 
sterilization  done  at  the  time  of  pregnancy  termi- 
nation by  suction  curettage.  Two  patients  had 
laparoscopic  tubal  sterilization  done  after  thera- 
peutic abortion  induced  by  saline  amnioinfusion. 

The  pre-  and  post-operative  diagnoses  are 
given  in  Table  2 for  the  155  patients  on  whom 
diagnostic  laparoscopy  was  performed.  Thirteen 
of  the  85  patients  (15.3%)  who  had  infertility 
and/or  amenorrhea  had  pelvic  endometriosis. 
One  patient  who  had  primary  amenorrhea  was 
discovered  to  have  a unilateral  streak  ovary.  One 
patient  who  had  primary  infertility  had  hypo- 
plastic Fallopian  tubes. 

Diagnostic  laparoscopy  was  carried  out  in 
eight  patients  with  suspected  ectopic  pregnancy; 
this  was  confirmed  in  five  (62.5%  accuracy). 
One  patient  had  hemoperitoneum  from  a rup- 
tured corpus  luteum  associated  with  an  unsus- 
pected intrauterine  pregnancy.  This  patient  re- 
quired abdominal  exploration  for  hemostasis  and 
subsequently  aborted.  The  cause  of  abortion 
was  possibly  attributed  to  cannulation  and  mani- 
pulation of  the  uterus  coincidental  with  the 
laparoscopic  examination.  One  patient  was  found 
to  have  an  acute  salpingo-oophoritis.  Another 
patient  had  pelvic  adhesions  and  was  lost  to 
follow-up. 

Complications 

One  patient  developed  severe  shock,  prevent- 
ing the  performance  of  a planned  elective  tubal 
sterilization.  This  patient  was  a 25-year-old  gra- 
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TABLE  2 

REASONS  FOR  DIAGNOSTIC  LAPAROSCOPY 


Preoperative  Diagnosis 

Postoperative  Diagnosis 

Number  of  Patients 

Infertility  and/or 

Normal  pelvis 

30 

amenorrhea 

Tubal  occlusion 

20 

Polycystic  ovarian  disease 

20 

Pelvic  endometriosis 

13 

Anatomical  maldevelopment 

2 

85 

Pelvic  pain  and/or 

Chronic  salpingo-oophoritis 

20 

ill-defined  mass 

Ovarian  cyst 

14 

Normal  pelvis 

9 

Pelvic  adhesions 

9 

Pelvic  congestion  syndrome 

5 

Uterine  leiomyomata 

3 

Twisted  ovarian  cyst 

1 

Carcinoma  of  the  ovary 

1 

62 

Ectopic  pregnancy 

Ectopic  pregnancy 

Ruptured  corpus  luteum  and  intrauterine 

5 

pregnancy 

1 

Salpingo-oophoritis 

1 

Pelvic  adhesions 

1 

8 

TOTAL  155 


vida  1,  para  1,  who  was  admitted  during  the  first 
five  months  of  our  experience.  There  was  no 
evidence  of  any  cardiac  or  pulmonary  disease  at 
the  time  of  admission.  Anesthesia  was  induced 
with  sodium  pentothal  and  maintained  with  N2O, 
O2,  halothane,  and  succinyl  choline  without  in- 
tubation. Pneumoperitoneum  was  obtained  with 
2/2  liters  of  CO2.  Immediately  after  the  inser- 
tion of  the  laparoseope  trocar  the  patient’s  blood 
pressure  became  imperceptible.  The  procedure 
was  abandoned  and  tracheal  intubation  immedi- 
ately performed.  Three  hundred  milliliters  of 
frothy  blood-stained  fluid  were  aspirated  from 
the  bronchial  tree.  Intravenous  fluids,  O2,  and 
vasopressors  were  administered.  Acute  pulmon- 
ary edema  was  diagnosed.  Treatment  included 
digitalization,  furosemide,  and  large  doses  of 
hydrocortisone. 

The  patient  responded  satisfactorily  and  was 
eventually  discharged  to  her  home  on  the  tenth 
postoperative  day.  It  was  concluded  that  the 


acute  pulmonary  edema  resulted  from  some  form 
of  allergic  reaction  to  an  anesthetic  agent,  pos- 
sibly halothane;  however,  the  possibility  of  re- 
gurgitation and  aspiration  of  stomach  contents 
could  not  be  ruled  out  with  certainty.  (Table  3) 

Fourteen  patients  undergoing  tubal  steriliza- 
tion required  immediate  abdominal  exploration 
because  of  bleeding.  In  twelve,  the  source  of 
bleeding  was  the  mesosalpinx.  The  other  two 
had  mesenteric  hematomas  secondary  to  injury 
from  the  second  trocar. 

Slight  bleeding  from  the  vasa  vasorum  of  the 
inferior  vena  cava  was  noted  in  one  patient.  The 
bleeding  stopped  after  compression  of  the  an- 
terior abdominal  wall  and  a few  minutes’  obser- 
vation. We  think  this  injury  occurred  during  the 
insertion  of  the  Verres  needle. 

Thermal  bowel  injury  occurred  in  four  pa- 
tients. In  two,  immediate  abdominal  explora- 
tion disclosed  edema  of  a small  segment  of  the 
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TABLE  3 

COMPLICATIONS  OF  LAPAROSCOPIC 
PROCEDURES 

Number  of 
Patients 


Cervical  laceration  requiring  suturing  20 

Unsuccessful  procedure  17 

Bleeding  requiring  exploration  14 

Thermal  injury  of  anterior 

abdominal  wall  5 

Thermal  bowel  injury  requiring 

exploration  4 

Acute  pulmonary  edema  1 

Bowel  perforation  by  trocar  1 

Abortion  1 


terminal  ileum.  This  was  attributed  to  dissipa- 
tion of  heat  from  the  Fallopian  tube,  which  was 
in  close  proximity  to  the  ileum.  Because  of 
edema  alone  and  an  intact  circulation,  no  further 
procedure  was  carried  out.  Abdominal  explora- 
tion was  not  done  for  a third  patient  in  whom  a 
similar  situation  existed;  she  was  closely  observed 
and  improved  satisfactorily  without  surgery.  The 
fourth  patient  sustained  an  unrecognized  thermal 
injury  of  the  ileum  during  tubal  sterilization. 
She  was  admitted  three  days  later  with  signs  of 
an  acute  abdomen.  Resection  of  the  devitalized 
portion  of  bowel  and  an  end-to-end  anastomosis 
were  performed. 

One  patient  was  admitted  on  the  fourth  day 
following  an  outpatient  laparoscopic  tubal  steri- 
lization. The  initial  impression  was  intraperi- 
toneal  bleeding,  but  abdominal  exploration  dis- 
closed a 2 cm  puncture  wound  in  the  ileum,  be- 
lieved to  have  occurred  during  insertion  of  the 
laparoscope  trocar  and  cannula.  This  was  su- 
tured in  two  layers,  and  she  had  an  uneventful 
recovery. 

Faulty  electrical  equipment  was  responsible  for 
thermal  skin  injury  in  five  patients.  All  of  these 
patients  did  well  following  local  treatment  using 
Furacin  ointment  ( Eaton  Laboratories) . 

The  vulsellum  or  tenaculum  used  to  grasp  the 
anterior  lip  of  the  cervix  for  the  purpose  of 
uterine  manipulation  sometimes  caused  lacera- 
tions. Suturing  of  the  cervix  was  done  in  20 
patients. 


Laparoscopic  tubal  sterilization  could  not  be 
accomplished  in  17  patients.  Extraperitoneal 
insertion  of  the  Verres  needle  was  responsible  in 
six  cases,  gross  obesity  in  four,  and  pelvic  ad- 
hesions in  seven.  Two  patients  who  had  tubal 
sterilizations  were  subsequently  found  to  be 
pregnant;  in  one  of  these  the  procedure  had 
been  done  in  the  luteal  phase. 

Discussion 

Laparoscopy  is  a relatively  simple  procedure 
and  is  safe  in  experienced  hands.  Appropriate 
precautions  are  necessary  even  for  the  experi- 
enced. In  general,  the  nature  and  incidence  of 
our  complications  are  similar  to  other  reported 
series.  Most  complications  tended  to  occur  in 
the  early  stages  of  each  operator’s  experience. 
Hemorrhage  from  the  tubal  operative  site  was 
the  most  common  complication  requiring  subse- 
quent operation.  The  cause  of  bleeding  was 
either  division  of  the  tube  before  it  was  suffi- 
ciently coagulated,  or  unrecognized  bleeding 
from  small  vessels  in  the  mesosalpinx.  This 
complication  has  become  rare  with  increasing 
experience,  careful  handling,  and  refinements  in 
technique. 

Thermal  bowel  injury  may  be  caused  by 
sparking,  direct  contact  with  the  cautery,  or 
heat  conduction.  Levinson  et  al  found  no  evi- 
dence of  direct  coagulation  and  concluded  that 
sparking  occurred  in  the  two  cases  they  re- 
ported.4 This  is  further  supported  by  Thomp- 
son and  Wheeless,  who  observed  that  cases  of 
thermal  bowel  injury  not  recognized  at  the  time 
of  laparoscopy  result  from  either  an  electrical 
arc  or  heat  dissipation  through  the  lumen  or 
along  the  serosal  surface  of  the  tube  to  the  ad- 
jacent bowel.3  Bowel  perforation,  when  it  occurs, 
is  often  due  to  direct  trauma  from  the  trocar. 
Obviously,  appropriate  treatment  is  immediate 
repair.  The  risks  of  delay  outweigh  any  hazard 
of  exploration. 

McKenzie  considers  general  anesthesia  with 
endotracheal  intubation  mandatory  for  laparo- 
scopy.5 During  our  early  experience,  this  was 
the  method  usually  employed;  however,  most 
patients  now  receive  an  inhalation  anesthetic 
with  a short-acting  muscle  relaxant  but  without 
intubation. 
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Dear  Doctor: 

If  we  don't  know  who  you  are  . . . 

Where  you  live  . . . 

What  car  you  own  . . . 

and  you  won't  contact  us  . . . 

. . . How  are  we  going  to  sell  you  your  next  car? 

We  realize,  because  of  the  tremendous  demand  upon  your 
time,  that  you  cannot  answer  our  call! 

Therefore  won't  you  or  your  wife  call  us! 

We  would  like  to  loan  you 

''The  American  Answer  . . . Seville  by  Cadillac." 

Drive  it  for  a day  or  two  . . . 

We  think  you  will  like  it! 

Please  call  us! 

Very  sincerely. 


DELAWARE 
MOTOR  SALES 

PENNSYLVANIA  AVE.  & DU  PONT  ST./  WILMINGTON,  DELAWARE  19806 

PURCHASE  • LEASE  • FINANCE 
655-6361 
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Endotracheal  intubation  is  still  recommended 
for  a variety  of  conditions  such  as  marked  obesity, 
airway  problems,  pulmonary  disease,  etc.  The 
single  case  of  acute  pulmonary  edema  reported 
in  this  series  occurred  in  a patient  who  was  not 
intubated.  Regurgitation  and  aspiration  of 
stomach  contents  are  a potential  hazard  during 
laparoscopy  without  intubation  because  both  the 
mechanical  pressure  from  the  CO2  and  the 
Trendelenburg  position  are  predisposing  factors. 
The  risk  of  aspiration  might  be  reduced  by  rou- 
tine cuffed  endotracheal  intubation. 

Local  anesthesia  for  laparoscopy  has  not  gained 
popularity  but  was  used  a number  of  times  dur- 
ing the  period  of  our  study.  The  insufflation  of 
up  to  3 liters  of  CO2  raises  the  intra-abdominal 
pressure  sufficiently  to  cause  elevation  of  the  dia- 
phragm and  make  breathing  difficult.  This  can 
be  alarming  to  an  awake  patient.  It  can  also 
cause  a rise  in  PCO2.6  The  hyperventilation 
which  follows  is  uncomfortable  when  the  dia- 
phragm is  splinted.  An  elevation  of  the  PCO2 
can  be  effectively  prevented  by  controlled  ven- 
tilation.7 

Steptoe  has  warned  that  if  smoke  impairs  visi- 
bility and  bleeding  occurs  during  tubal  steriliza- 
tion when  there  is  poor  or  no  relaxation  of  the 
abdominal  muscles,  serious  damage  may  be  in- 
flicted on  the  patient.2  These  problems  could  be 
further  aggravated  by  the  use  of  local  anesthesia. 
Also,  local  anesthesia  when  accompanied  by 
heavy  premedication  has  many  of  the  disad- 
vantages of  general  anesthesia  without  any  of 
the  advantages. 

Our  series  suggests  that  failure  to  accomplish 
the  contemplated  procedure  and  the  develop- 
ment of  complications  were  usually  due  either 
to  operator  inexperience  or  inappropriate  patient 
selection.  We  agree  with  Soderstrom8  that  the 
two  major  causes  of  complications  in  laparoscopy 
are  an  inexperienced  operator  and  defective  elec- 
trical equipment.  Equipment  should  obviously 
be  in  perfeot  condition  and  should  be  checked 
regularly  for  cracks  and  nicks;  the  electrical  cir- 
cuit should  be  in  the  off  position  until  the  mo- 
ment of  actual  need. 

Cervical  laceration  has  not  been  reported  in 
previous  studies.  Vigorous  manipulation  in  the 


beginning  of  one’s  experience  with  laparoscopy 
and  the  use  of  a Jacobs  vulsellum  are  considered 
contributory  faotors.  We  recommend  Allis  clamps 
instead  of  Jacobs  or  other  sharp-toothed  tenacu- 
lum. 


Ectopic  Pregnancy 

The  value  of  laparoscopy  in  the  diagnosis  of 
suspected  ectopic  gestation  is  illustrated  in  Table 
2.  The  clinical  evaluation  of  patients  with  a 
chronic  “leaking”  ectopic  pregnancy  is  difficult, 
and  routine  laboratory  studies  as  well  as  culdo- 
centesis  can  be  misleading.  ( Culdocentesis  has 
been  reported  to  be  falsely  negative  in  6.5% 
and  falsely  positive  in  26.4%. 9 ) 

Infertility 


Laparoscopy  has  put  new  emphases  in  the  in- 
vestigation of  infertility.  Although  tubal  insuf- 
flation and  hysterosalpingography  yield  only 
approximate  data  leading  to  assumptions,  laparo- 
scopy provides  more  precise  information  about 
tubal  and  ovarian  status.  Laparoscopy  offers  the 
added  advantage  of  affording  best  preoperative 
choice  of  tubal  plastic  procedure. 

Unexplained  Abdominal  and  Pelvic  Pain 


The  laparoscope  is  a convenient  means  of 
visualizing  the  pelvic  viscera  without  the  need 
for  an  abdominal  incision.  The  application  of 
laparoscopy  in  the  investigation  of  unexplained 
abdominal  or  pelvic  pain  was  demonstrated  in 
this  study.  No  pelvic  abnormality  was  found 
in  22.6%  of  patients  examined.  Laparoscopy  is 
a most  effective  technique  for  bridging  the  gap 
between  non-surgical  evaluation  and  major  sur- 
gical exploration. 
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CANCER  OF  THE  COLON  AT 
KENT  GENERAL  HOSPITAL:  1965-1974 


Paul  W.  Montigney 


Introduction 

This  paper  reviews  all  cases  of  carcinoma  of 
the  colon  diagnosed  at  Kent  General  Hospital 
from  January  1,  1965  through  December  31,  1974. 
The  review  was  undertaken  in  order  to  compare 
the  statistics  of  colonic  cancer  treated  at  Kent 
General  with  data  from  other  studies.  Only 
cases  which  were  diagnosed  originally  at  Kent 
were  considered;  recurrences  from  cases  diag- 
nosed earlier  were  not.  Cancer  of  the  rectum 
was  not  reviewed.  The  data  were  compiled  by 
research  through  patients’  charts  and  records, 
and  from  Tumor  Registry  data  from  more  recent 
cases  (1972-74).  A total  of  112  cases  were  in- 
vestigated. Thirteen  of  these  patients  had  in- 
complete records,  and  their  present  status  could 
not  be  determined. 

Results  and  Discussion 

The  number  of  cases  of  cancer  of  the  colon 
has  increased  from  a low  of  7 in  1968  to  a high 
of  17  in  1972.  Hospital  admissions  excluding 
maternity  have  also  increased  from  4105  in  1966 
to  5557  in  1974.  Averaging  the  cancer  statistics 
for  1965-69  and  1970-74,  there  has  been  a 28% 
increase  in  colon  cancer  (patients  diagnosed, 
not  including  recurrences)  while  admissions  in- 
creased 18%.  This  is  not  statistically  significant 
because  of  the  small  number  of  cancer  cases. 

Overall,  surgery  at  Kent  General  has  increased 
from  1757  cases  performed  in  1966  to  4730  in 
1974  mainly  because  of  more  abortions  and  tubal 
sterilizations,  and  a small  increase  in  the  number 

Mr.  Montigney  bad  completed  bis  first  year  at  Jefferson  Medical 
College  when  this  study  was  prepared. 


of  specialists  practicing  surgery.  The  hospital 
has  retained  approximately  the  same  number  of 
beds  over  the  ten-year  period. 

Before  1972,  tumor  cases  were  not  recorded 
in  the  Tumor  Registry.  Thus,  statistics  for  all 
types  of  cancers  previous  to  1972  are  impossible 
to  obtain.  Tumor  Registry  data  show  that  in 
1972-74  there  were  757  cases  of  cancer  treated 
at  Kent  General;  this  includes  recurrences. 

Table  1 compares  the  distribution  of  three 
types  of  cancer  at  Kent  General  with  national 
averages  for  men  and  women.  The  low  Kent 
figures  may  be  due  to  an  increased  proportion 
of  other  cancers  (prostate,  etc.). 


TABLE  1 

DISTRIBUTION  OF  3 TYPES  OF  CANCER 
(as  % of  Total  Cancer  Cases) 


Type 

Cases 

Kent 

United 

States 

Colon 

56 

7.4% 

12.0% 

Lung 

68 

9.0% 

12.5% 

Skin 

52 

6.7% 

18.0% 

Table  2 shows  the  distribution  between  race 
and  sex  for  the  ten-year  period.  Hospital  ad- 
missions for  a typical  year  (1974)  were  82% 
Caucasian,  16%  Negro,  and  2%  other.  Thus,  the 
Negro  to  Caucasian  ratio  in  the  study  and  for 
total  admissions  was  1:9  and  1:5,  respectively, 
This  indicates  a higher  incidence  in  Caucasians 
as  studies  by  Faltermann  et  al  have  shown.2 
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TABLE  2 

RACE  AND  SEX  DISTRIBUTION 
(Ca  of  Colon  at  Kent  General) 

Female  Male 

Caucasian.  60.3%  29.3% 

Negro  7.7%  2.7% 

Male-female  statistics  for  admissions  were  not 
readily  available,  but  the  68%  female  to  32% 
male  distribution  in  the  cancer  cases  probably 
indicates  a higher  incidence  in  females.  This 
agrees  with  other  studies  which  show  cancer 
of  the  proximal  colon  to  be  more  prevalent  in 
women.3 

Patients’  ages  ranged  from  25  to  98  and  were 
predominantly  in  the  60-79  age  group.  (Table 
3)  All  categories  are  comparable  except  the 
80+  group.  This  could  be  due  to  a higher 
distribution  of  this  age  group  in  Kent  County. 


TABLE  3 

AGE  DISTRIBUTION  (PERCENT)  FOR  CANCER 
OF  THE  COLON  AT  KENT  GENERAL  (1965-1974) 


Age 

Present  Study 

Bockus  et  al  Study 

20-29 

1.9 

1.0 

30-39 

0.9 

3.5 

40-49 

8.5 

11.0 

50-59 

18.7 

21.6 

60-69 

22.6 

27.4 

70-79 

25.5 

26.5 

80+ 

21.5 

8.8 

Presenting  signs  and  symptoms  (Table  4)  were 
comparable  to  those  in  a study  by  Bockus  et  al.4 
For  example,  Bockus  states  that  pain  is  seen  in 
89%  of  right  colon  cases  and  82%  of  left  colon 
cases.  In  cases  where  the  duration  of  symptoms 


was  recorded  in  the  history,  22%  had  symptoms 
for  less  than  one  month,  symptoms  had  been 
present  for  one  to  six  months  for  52%,  and  26% 
had  had  symptoms  longer  than  six  months.  This 
compares  with  Faltermann  et  al,  who  reported 
the  duration  of  symptoms  to  be  17%,  45%,  38%, 
respectively. 

The  patients  were  admitted  as  follows:  57% 
were  referred  by  their  family  physicians  to  a 
surgeon,  who  then  admitted  the  patient;  18% 
were  sent  to  the  Emergency  Room  by  the  family 
physician;  and  5%  came  directly  to  the  Emer- 
gency Room  in  acute  distress.  Twenty  percent 
of  the  patients  had  insufficient  data  to  determine 
type  of  admission. 

The  two  groups  of  general  surgeons  at  Kent 
General  follow  standard  operating  and  diagnostic 
procedures.  Three-stage  decompression  of  ob- 
struction cases  is  done  more  often  than  one- 
or  two-stage  operations.  Naso-enteric  tubes  are 
not  used.  Subtotal  colectomies  have  been  done 
but  only  in  special  cases. 

Death  within  two  months  after  surgery  for 
colonic  cancer  occurred  in  8.6%  of  the  patients; 
an  operative  mortality  of  17%  was  cited  by  the 
Faltermann  study.  Surgical  follow-up  consisted 
of  office  visits  every  three  months  for  the  first 
year  and  every  six  months  after  that.  Many  pa- 
tients return  to  their  family  physician  if  their 
condition  is  good.  5-fluorouracil  is  used  for  pa- 
tients with  generalized  or  hepatic  metastases. 
Of  these  patients,  20%  show  objective  reduction 
in  symptoms.  Other  follow-up  includes  periodic 
barium  enemas,  sigmoidoscopy,  and  CEA  assay. 

Operative  and  pathological  staging  of  the  can- 
cer showed  a distribution  somewhat  different 
from  the  study  by  Faltermann.  (Table  5)  The 


TABLE  4 TABLE  5 


PRESENTING  SYMPTOMS  LESION  DISTRIBUTION  WITH  RESPECT 


% of  Total  Patients 

TO 

METASTASIS 

Abdominal  pain 

85 

Present  Study 

Faltermann 

Bloody  stools 

40 

No  Metastasis 

37% 

46% 

Change  in  bowel  habits 

70 

Lymph  Node 

Anemia 

35 

Involvement 

24% 

32% 

Weight  loss 

25 

Distant  Metastasis 

Palpable  mass 

35 

and  Extension 

39% 

21  % 
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MEDICAL  PLACEMENT  SERVICE 
is  a service  for  YOU  ! ! ! 

We  Can  Provide  . . . 

1.  Permanent  Medical  Personnel  — 

Medical  secretaries,  laboratory  or  x-ray  technicians,  recep- 
tionists, nurses,  dental  hygienists  or  assistants,  physical  thera- 
pists-ANY  medical  personnel  needs. 

2.  Temporary  Medical  Personnel  - 

Part-time  help,  vacation  or  illness  relief;  for  a few  hours, 
days,  weeks.  Remember  too,  that  these  people  are  on  our  pay- 
roll, eliminating  your  responsibility  as  to  malpractice  insurance, 
taxes,  unemployment  and  workmens  compensation. 

3.  Private  Duty  Personnel  - 

Registered  Nurses  or  Licensed  Practical  Nurses,  and  Nurse 
Assistants  for  home,  hospital,  or  nursing  home  as  needed. 

4.  Travel  Escorts - 

RN's,  LPN's,  Aides,  or  Companions  for  patient  transfers,  to 
assist  a handicapped  or  incapacitated  person  on  a vacation  or 
cruise,  or  to  accompany  a group  of  senior  citizens  or  others  for 
a day  trip  or  longer  tour. 

WHAT  DO  YOU  NEED???? 

Call  658-8995  and  we'll  be  happy  to  help.  If  you  need 
us  after  5 p.m.  or  on  weekends  call  655-0828. 

MEDICAL  PLACEMENT  SERVICE 

T004  West  24th  Street 
Wilmington,  Delaware 
Phone  658-8995 
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difference  could  be  due  to  the  higher  percentage 
of  older,  sicker  patients  seen. 

Pathology 

All  cancers  were  adenocarcinomas  except  for 
one  case  of  reticulum  cell  sarcoma  of  a polyp. 
There  were  four  cases  of  the  112  which  were 
classified  as  adenocarcinoma  of  polyps.  Ana- 
tomical location  of  the  primary  lesion  compares 
closely  with  a study  by  Bockus  et  al  (Table 
6);  however,  Kent  General  classified  some  lesions 
as  rectosigmoid,  which  is  ambiguous  unless  can- 
cer of  the  rectum  is  also  considered. 

TABLE  6 

ANATOMICAL  LOCATION  OF  LESIONS 


Kent 

Bockus 

Study  (%) 

et  al  (%) 

Cecum 

8.9 

14.0 

Right  colon 

8.9 

9.6 

Hepatic  flexure 

5.3 

4.0 

Transverse  colon 

11.6 

9.4 

Splenic  flexure 

9.8 

9.3 

Left  colon 

12.5 

19.2 

Sigmoid 

42.8* 

34.3 

Multiple 

(2  primary  sites) 

4.5 

4.1 

‘Includes  rectosigmoid 

Treatment  Results 

Overall  survival  rates  (Figure  1)  compare 
closely  with  Faltermann.  Metastasis  to  lymph 
nodes,  fiver,  etc.,  and  direct  extension  of  the 
tumor  to  the  bladder,  etc.,  decrease  the  survival 
rate  in  almost  all  cases.  (Figure  2) 


Figure  1 


Figure-  2 


Conclusions 

The  incidence  of  colonic  cancer  at  Kent  Gen- 
eral Hospital  (excluding  rectum)  is  greater  in 
females  than  in  males  and  in  Caucasians  than  in 
Negroes.  Diagnostic  accuracy  and  treatment  at 
Kent  General  compare  well  with  previous  studies. 
A higher  percentage  of  patients  80  years  of  age 
or  older  is  probably  due  to  the  agricultural  set- 
ting in  Kent  County.  The  overall  survival  rate 
for  a five-year  period  was  24%,  which  is  com- 
parable to  that  reported  by  Faltermann  and  also 
by  Gilbertson.5  Much  higher  survival  rates  seen 
in  some  of  the  literature  probably  reflect  different 
methods  of  selective  analysis.  A five-year  sur- 
vival rate  of  50%  in  solitary  lesions  with  no 
metastasis  is  comparable  to  Faltermann’s  study 
while  the  7%  “metastatic”  five-year  survival  rate 
is  slightly  lower.  Statistical  limitations  do  not 
allow  definite  conclusions  regarding  this,  how- 
ever. During  this  investigation  there  were  three 
patients  noted  who  had  had  their  surgery  for 
colon  cancer  before  1960.  They  were  still  well, 
one  even  after  25  years. 

It  is  obvious  that  cancer  of  the  colon  is  a 
potentially  curable  disease  if  diagnosed  early 
and  treated  properly. 
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THE  YOUNG  PHYSICIAN  - 
INEVITABLE  CHANGES  AHEAD 


Eli  Ginzberg,  Ph.D. 


Two  years  ago  when  I delivered  the  AQ.A  lec- 
ture at  the  Medical  School  of  the  University  of 
West  Virginia,  it  was  entitled  “The  Young  Phy- 
sician: Living  with  Uncertainty.”1  The  title  of 
this  paper  was  framed  to  suggest  that  I feel  some- 
what more  secure  about  the  near  term  trends 
than  I was  two  years  ago.  Of  course,  no  skep- 
tical analyst  is  certain  about  anything,  includ- 
ing what  he,  himself,  says  or  writes,  and  he  al- 
ways must  retain  the  right  to  change  his  opinions. 
However,  with  these  reservations,  I am  willing  to 
delineate  what  I view  as  some  of  the  inevitabili- 
ties that  confront  novices  in  the  medical  profes- 
sion. First,  I will  call  attention  to  what  appears 
to  be  an  emerging  consensus  about  certain  future 
developments  in  American  medicine.  Then,  I 
will  identify  some  inevitabilities  that  flow  from 
these  developments.  Finally,  I will  formulate 
some  open  questions  whose  answers  cannot  yet 
be  foreseen. 

Consensus 

We  have  begun  to  learn  that  the  infusion  of 
more  money  will  not  necessarily  change  the  sys- 
tem of  health  care  delivery  in  the  United  States. 
We  are  now  spending  almost  8%  of  the  gross 
national  product  on  medical  care,  an  advance 
from  4 x/<i  % only  two  decades  ago.  I defy  any- 
body to  show  that  the  very  large  absolute  and 
relative  increases  in  the  flow  of  funds  has  funda- 
mentally altered  the  system.  The  limitations  of 
the  spending  approach  have  begun  to  permeate 
the  consciousness  of  a large  part  of  the  public. 

Second,  despite  all  we  hear  about  a nonsystem, 
an  inadequate  system,  a failing  American  health 
care  system,  opinion  polls  fail  to  substantiate 
these  criticisms.  In  1966,  in  1972,  and  in  1973, 

The  author  is  A.  Barton  Hepburn  Professor  of  Economics  and 
Director,  Conservation  of  Human  Resources,  at  Columbia  Univer- 
ity. This  paper,  based  on  his  Alpha  Omega  Alpha  lecture  at  the 
Albert  Einstein  College  of  Medicine  in  May,  1974,  was  published 
in  The  Pharos  of  Alpha  Omega  Alpha  in  January  197S  and  is 
used  with  their  kind  permission. 


Louis  Harris  inquired  about  the  degree  of  con- 
fidence of  the  American  people  in  their  key  in- 
stitutions, and  medicine  led  the  list  in  each  of 
the  three  years.  Although  confidence  in  ail  in- 
stitutions had  declined  between  the  first  and  the 
last  of  these  polls,  the  slippage  was  less  in  the 
case  of  medicine  than  in  higher  education  and 
the  military,  its  two  principal  earlier  competitors. 
Understandably,  the  military  drifted  out  of  com- 
petition in  the  intervening  years,  and  higher 
education  suffered  a greater  loss  of  trust  than 
medicine.  I have  never  believed  that  the  reputed 
dissatisfaction  with  medical  care  is  nearly  as 
profound  and  as  widespread  as  vocal  critics  have 
maintained.  Their  strictures  might  prove  to  be 
correct  if  the  public  really  had  the  ability  to 
judge  the  system,  but  the  vantage,  from  which 
people  presently  view  medical  care,  discontent, 
while  not  absent,  is  contained. 

Third,  many  are  coming  to  recognize  that  the 
shortcomings  and  defects  of  the  health  care  sys- 
tem are  not  likely  to  be  cured  by  national  action, 
alone.  The  problems  of  access,  availability,  and 
quality  of  care  are  not  likely  to  be  solved  through 
national  legislation  and  administrative  action  be- 
cause of  the  tremendous  variability  in  the  distri- 
bution of  resources  among  and  within  regions 
and  smaller  areas  of  the  country.  The  only  way 
a national  solution  might  work  is  if  the  entire 
system  were  under  total  governmental  control — 
doctors,  hospitals,  patients.  Yet,  even  in  Yugo- 
slavia and  Bulgaria,  which  have  such  systems,  I 
have  found  that  access,  availability,  and  quality 
are  a long  way  from  being  assured  to  the  entire 
population. 

There  is  more  restraint  today  about  the  po- 
tential contributions  of  medical  research  to  im- 
proved health  services.  Despite  the  Regional 
Medical  Program,  heart  disease,  stroke,  and  can- 
cer are  still  very  much  with  us.  The  longevity 


86 


Del  Med  Jrl,  Feb  1976 — Vol  48,  No  2 


IS  YOUR  RETIREMENT  PLAN 


STILL  ON  TARGET? 


At  some  time  or  other,  all  of  us  have  given  consideration  to  a 
financial  plan  that  will  assure  a comfortable  retirement. 

Unfortunately,  all  too  few  of  us  review  our  plans  periodically  to 
see  if  they  are  standing  up  under  the  tests  of  time  and  changing 
circumstances. 

CANNON  & COMPANY,  INC.,  the  service  agent  for  PRO  SERVICES, 
INC.  and  your  Society  Keogh  Plan,  offers  all  Society  members  a free, 
no  obligation  “financial  check-up”  including: 

• Measure  Your  Current  Needs 

• Estimate  your  Retirement  Needs 

• Project  Your  Current  Plan  to  Retirement 

• Integrate  Your  Plan  with  the  New  Keogh  Law 

• Maximize  Your  Tax  Deductions 

Start  planning  early  to  take  full  advantage  of  the  larger  Keogh 
deductions  available  to  you  this  year. 

CALL  OR  WRITE 

CANNON  & COMPANY,  INC 
and 

CASTLE  & CANNON,  INC. 

1107  Bethlehem  Pike 
Flourtown,  Pennsylvania,  19031 
(215)  836-1300 

JAMES  R.  CASTLE,  PRESIDENT 


The  Young  Physician — Ginzberg 


of  white  males  shows  no  recent  gain.  And  think 
of  what  has  happened,  or  rather  not  happened, 
in  the  case  of  heart  transplants.  The  country  has 
become  more  modest  in  its  expectations  of  mir- 
acles arising  from  modern  medicine,  at  least  in 
the  short  run. 

In  the  area  of  my  own  specialty — manpower — 
the  health  industry  appears  to  be  moving  rapidly 
from  an  era  of  shortages  to  one  of  surpluses. 
Charles  Edwards,  the  senior  medical  official  in 
the  present  administration,  has  so  proclaimed, 
and  actions  taken  by  the  Association  of  American 
Medical  Colleges  and  other  groups  toward  re- 
ducing the  inflow  of  foreign  medical  graduates 
provide  further  evidence  of  changing  percep- 
tions. 

We  also  appear  to  have  less  enthusiasm  about 
the  value  of  consumer  dominated  health  delivery 
mechanisms.  It  was  only  a short  time  ago  that 
many  reformers  looked  to  organized  consumer 


intervention  as  a major  force  to  usher  in  a brave 
new  world  of  high  quality,  low  cost  services.  But 
that  theme  is  now  muted. 

We  are  no  longer  as  apologetic  as  we  used  to 
be  about  international  comparisons  that  reflected 
upon  the  quality  of  American  health  services,  be- 
cause we  have  come  to  appreciate  that  compara- 
tive data  about  infant  and  adult  mortality  do 
not  lend  themselves  to  simplistic  interpretations. 
As  one  who  supports  the  premise  that  physicians 
have  little  to  do  with  a population’s  health  status, 
I have  never  understood  the  merit  of  such  com- 
parisons, nor  have  I agreed  with  deductions 
drawn  from  them.  In  any  case,  we  now  recog- 
nize that  there  is  no  statistical  justification  for 
comparing  the  health  status  of  a homogeneous 
nation  such  as  Sweden  with  that  of  the  United 
States,  which  is  twenty-five  times  larger  and  has 
an  extremely  diverse  population. 

We  are  slowly  perceiving  that  there  is  no 
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strong  correlation  between  health  status  and  the 
quantity  or  quality  of  medical  care.  It  has  long 
been  known  that  genes  are  the  most  important 
single  determinant  of  longevity,  and  we  are  be- 
ginning to  appreciate  that  medical  care  is  tan- 
gentially related  at  best. 

Some  of  the  early  enthusiasts  for  Federal  gov- 
ernment leadership  in  restructuring  the  American 
health  system  are  becoming  less  sure.  Ten  years 
ago,  when  we  embarked  upon  Medicare  and 
Medicaid,  it  was  all  very  exciting,  and  many 
good  results  were  anticipated.  Today  we  see 
that  people  on  Medicare  pay  a higher  percentage 
of  their  health  costs  than  in  the  early  years  of 
the  program,  despite  sizeable  additional  expendi- 
tures by  the  Federal  government.  The  rapidly 
rising  costs  of  Medicare  and  the  considerable 
number  of  Medicaid  scandals  have  created  a 
more  cautionary  view  about  the  potentialities  of 
the  Federal  government  to  reform  the  system. 
Thoughtful  observers  understand  that,  unless 


physicians  can  be  encouraged  to  cooperate, 
nothing  much  will  happen  to  improve  the  sys- 
tem. 

Inevitabilities 

The  foregoing  suggests  a growing  consensus 
that  will  set  the  parameters  for  future  reforms. 
As  the  country  debates  the  shape  and  content 
of  these  reforms,  certain  developments  appear 
inevitable. 

There  will  be  continuing  political  pressure  for 
medical  coverage  for  the  population  presently 
outside  the  system,  at  least  for  improvement  in 
its  access  to  care.  There  will  be  efforts  to  pass 
some  form  of  national  health  insurance  aimed  at 
facilitating  the  entrance  of  the  poor  into  the  sys- 
tem. Although  these  pressures  will  continue  and 
no  politician  can  ignore  them,  I do  not  believe 
that  any  legislation  that  will  pass  will  lead  to  a 
major  restructuring  of  the  system  in  the  near 
future. 
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Second,  we  are  moving  so  rapidly  to  increase 
the  output  of  American  medical  schools  that  by 
the  late  1970s,  there  will  be  about  twice  as  many 
graduates  of  American  medical  schools  as  ten 
years  earlier.  That  does  not  mean  that  physi- 
cians starting  to  practice  in  the  next  five  to  ten 
years  will  encounter  difficulties  in  making  a liv- 
ing, even  a good  living.  It  does  suggest,  however, 
that  the  situation  of  a decade  ago,  characterized 
by  a taut  physician  supply  and  massive  new 
funds  flowing  into  the  system,  was  exceptional. 
At  that  time,  any  physician,  so  inclined,  could 
earn  $60,000  annually  after  two  or  three  years  in 
practice;  $100,000  within  five  years.  That  day 
is  over,  and  I do  not  believe  it  will  return. 

There  will  be  less  new  Federal  money  avail- 
able for  medical  purposes  than  in  the  past.  Dur- 
ing the  last  decade  Federal  health  expenditures 
increased  sevenfold,  from  $5  to  $35  billion.  How- 
ever, a close  look  at  the  Federal  budget  suggests 
that  there  are  not  going  to  be  any  large  new  in- 
crements of  Federal  funds,  and  this  change  will 
have  a pronounced  effect  on  medical  research, 
hospital  reimbursement,  and  education. 

In  addition,  there  will  be  increasing  pressure 
from  all  levels  of  government,  Federal,  state,  and 
local,  as  well  as  from  third  party  payers,  to 
strengthen  cost  controls.  From  an  economic 
standpoint,  either  more  money  is  put  into  a sys- 
tem or  more  efforts  are  made  to  assure  that  exist- 
ing funds  go  a little  further.  They  may  not  go 
further,  but  efforts  will  surely  be  made  to  control 
the  cost  side  of  the  equation.  This  means  con- 
trolling beds,  services,  medical  specialization,  and 
other  items  that  push  costs  up.  The  Federal 
government’s  refusal  to  reimburse  hospitals 
whose  bed  expansion  was  not  approved  by  a 
state  authority  indicates  that  we  are  already 
moving  in  this  direction. 

Another  inevitability  is  a modest  increase  in 
prepayment  plans.  They  will  increase,  but  slowly. 
Kaiser-Permanente  Medical  Care  Program  is 
growing  at  a rate  of  about  6%  a year;  Health 
Insurance  Plan  (HIP)  is  going  nowhere  fast; 
Group  Health  in  Washington  is  also  treading 
water.  The  Health  Maintenance  Organization 
(HMO)  potential  is  greater  in  theory  than  in 
practice,  even  with  the  Federal  government’s 
support,  because  neither  the  middle  class  nor 


most  physicians  are  very  much  interested.  How- 
ever, we  may  see  related  developments,  such  as 
the  about  to  be  launched  Robert  Wood  Johnson 
Foundation  program  aimed  at  improving  ambu- 
latory care  in  community  hospitals. 

An  additional  probability  is  that  there  will  be 
increasing  conflict  between  leading  medical  in- 
stitutions concerned  with  breakthroughs  in  medi- 
cal service,  research,  and  related  efforts,  and  third 
party  payers.  Herbert  Denenberg  set  the  stage 
in  Pennsylvania.  In  New  York  City,  three  major 
hospitals,  which  challenged  Blue  Cross  reim- 
bursement rates  in  the  State  Supreme  Court, 
argued  successfully  that  Blue  Cross  did  not  have 
the  right  to  determine  the  quality  of  hospital 
services.  But  the  fight  has  just  begun.  The  reim- 
bursement problem  is  certain  to  remain  acute  as 
long  as  the  per  diem  costs  of  hospitals  in  the 
same  location  vary  by  as  much  as  100%. 

The  next  inevitability  is  that  we  will  discover 
that  an  acceptable  definition  of  a national  mini- 
mal level  of  health  care  will  prove  as  difficult  as 
in  the  case  of  welfare  and  other  critical  services. 
A national  minimum  for  Mississippi  and  Ala- 
bama, for  example,  simply  does  not  fit  New  York 
and  California.  Even  if  a sensible  national 
standard  could  be  established,  it  would  not  be- 
come operative  unless  adequate  facilities  and 
providers  are  available  to  deliver  services.  How- 
ever, Americans  cannot  be  forced  to  live  where 
they  do  not  want  to  live,  and  I do  not  think  they 
can  even  be  bribed  to  do  so.  Therefore,  an  ac- 
ceptable minimum  system  of  health  care  remains 
a concept,  not  a reality.  You  can  give  people 
money,  but  they  will  be  unable  to  purchase  ser- 
vices if  there  are  no  providers  present  who  can 
furnish  the  services.  Thus,  it  is  necessary  to  dis- 
tinguish between  the  Federal  government’s  ca- 
pacity to  write  checks  and  its  capacity  to  deliver 
services. 

It  is  likely,  if  not  inevitable,  that  graduate 
medical  education  will  not  be  specifically  funded 
by  the  Federal  government.  At  present,  most  of 
the  funding  comes  via  research  and  patient  care. 
Admittedly,  a few  state  legislatures  have  begun 
to  appropriate  money  directly  for  graduate  medi- 
cal education,  but  it  appears  that  there  will  be 
a continuing  stalemate  on  the  Federal  front,  with 
competing  Congressional  appropriations  com- 
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mittees  sparring  to  avoid  picking  up  the  tab. 
In  the  absence  of  a firm  financial  underpinning, 
a rationalization  of  graduate  medical  education, 
including  changes  in  the  specialty  mix,  will  be 
hard  to  achieve. 

I also  anticipate  increasing  conflict  among  the 
different  providers  of  health  services — more  par- 
ticularly among  nurse  practitioners,  physician’s 
assistants,  and  other  old  and  new  allied  health 
workers.  Part  of  the  difficulty  flows  from  con- 
flicting pressures  to  redefine  roles  and  functions. 
Much  of  it  stems  from  the  fight  over  the  dollar. 
It  is  not  easy  to  plan  paramedical  education  and 
training  without  a clear  view  of  the  changing 
medical  delivery  system.  Since  no  one  has  such 
a view,  a high  order  of  confusion  is  likely  to 
persist. 

Finally,  I do  not  think  that  the  United  States 
will  effect  major  reforms  in  its  medical  care  sys- 
tem unless  the  commercial  and  nonprofit  insur- 
ance underpinning  collapses  because  of  inflation. 
In  that  event,  everything  would  be  at  risk,  but  I 
do  not  envision  such  circumstances.  Accordingly, 
with  the  aged  covered  by  Medicare  for  their  ma- 
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jor  costs,  and  with  the  poor  lacking  much  politi- 
cal clout,  no  significant  changes  will  occur  as  long 
as  the  middle  class  feels  reasonably  secure  with 
its  present  insurance  coverage. 

Open  Questions 

My  first  question  pertains  to  the  numbers  and 
specialty  distribution  of  physicians.  Although 
the  drive  for  a continuing  rapid  increased  output 
from  American  medical  schools  appears  to  be 
over,  that  does  not  mean  that  there  will  be  no 
further  expansion  of  enrollment.  In  fact,  I ex- 
pect enrollment  to  continue  to  rise  slowly.  More 
complex  is  what  will  happen  with  respect  to  for- 
eign medical  graduates.  I expect  a major  effort 
to  be  made  to  reduce  their  inflow,  and  it  is  likely 
that  this  will  meet  with  some  success.  Most  ob- 
scure is  the  speciality  question.  We  know  that 
many  of  the  speciality  boards  are  seriously  wor- 
ried about  an  emerging  oversupply  in  their 
field;  and  we  hear  much  talk  about  the  expansion 
of  family  practitioners.  But  it  is  unclear  whether 
the  different  factions  will  be  able  to  get  together, 
decide  on  a policy,  and  put  it  into  effect.  I an- 
ticipate some  changes  to  reduce  the  trend  toward 
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hyper-specialization,  but  the  outlook  remains 
cloudy.  I do  not  see  a return  to  the  GP. 

The  question  of  controlling  the  quality  of 
medical  care  is  also  open.  Professional  Standards 
Review  Organizations  ( PSROs ) are  being  organ- 
ized but  it  is  an  open  question  whether  their 
major  emphasis  will  be  on  cost  containment  or 
on  quality.  My  hunch  is  that  it  will  be  on  the 
former.  The  issue  of  recertification  or  relicensing 
has  also  surfaced.  In  the  Southwest  there  have 
been  state  and  medical  society  actions  to  force 
this  issue,  and  there  are  rumblings  in  other  areas 
as  well.  Rut  here,  too,  the  outlook  remains  un- 
certain. 

Another  open  question  involves  the  changing 
role  of  the  consumer.  What  is  uncertain  is 
whether,  and  to  what  extent,  and  how  quickly 
the  fumbling  attempts  at  solving  medical  care 
problems  will  take  greater  account  of  the  changes 
taking  place  in  the  attitudes,  behavior,  and  ex- 
pectations of  the  American  people.  For  example, 
now  that  young  adults  have  an  average  level  of 
formal  education  approximating  one  year  of  post- 
secondary schooling,  it  should  be  possible  to  shift 
more  responsibility  for  prevention  and  therapy  to 


the  individual  so  that  he  will  be  less  dependent 
upon  the  physician  than  in  the  past.  The  open 
question  is  whether  physicians  will  treat  patients 
as  intelligent,  consenting  adults?  And  will  many 
adults  be  willing  to  assume  such  responsibility, 
or  will  they  prefer  to  look  to  the  physician  in 
the  future,  as  in  the  past,  as  the  guardian  of  their 
health?  Here,  too,  the  outlook  remains  unclear. 

A few  words  in  conclusion:  The  young  phy- 
sician entering  upon  his  career  has  many  ad- 
vantages. The  system  still  offers  a wide  array 
of  alternative  career  patterns,  although  not  quite 
as  broad  (or  potentially  lucrative)  as  in  the 
recent  past.  Changes  are  occurring  and  will  con- 
tinue to  occur  in  many  sectors  of  the  health  care 
establishment  from  education  to  delivery  sys- 
tems. Some  of  the  directions  of  the  changes  are 
clear;  many  remain  obscure.  In  any  case,  the 
young  physician  must  recognize  that  he  or  she 
can  play  a part,  an  important  part,  in  setting  the 
directions,  but  only  by  participating  in  the  poli- 
tical arena,  where  the  future  of  American  medi- 
cine will  be  decided. 
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Liaisons  and  Representatives  of  the  Medical  Society  of  Delaware 


Advisory  Committee  on  Uniform  Controlled  Substances,  State  of  Delaware — Rhoslyn  J.  Bishoff,  M.D.,  Repre- 
sentative 

American  Cancer  Society,  Delaware  Division,  Inc. — Ostar  N.  Stern,  M.D.,  Liaison 
American  Diabetes  Association,  Delaware  Affiliate,  Inc. — Bernadine  Z.  Paulshock,  M.D.,  Liaison 
Community  (Council  on  Emergency  Services — Allen  Davies,  M.D.,  and  L.  Mario  Garcia,  M.D.,  Representatives 
Data  Management  Subcommittee  of  the  Governor’s  Advisory  Council  on  Comprehensive  Health  Planning  - — 
Leo  B.  Hogan,  Jr.,  M.D.,  Representative 
Delaware  Academy  of  Medicine — Joseph  W.  Abbiss,  M.D.,  Representative 
Delaware  Chapter,  Arthritis  Foundation — Allen  C.  Wooden,  M.D.,  Liaison 
Delaware  Heart  Association — E.  Wayne  Martz,  M.D.,  Liaison 

Delaware  Interagency  Council  on  Smoking  and  Health — Robert  Altschuler,  M.D.,  Liaison 
Delaware  Lung  Association — James  W.  Hofford,  M.D.,  Liaison 
Delaware  Society  of  Medical  Assistants — Allston  J.  Morris,  M.D.,  Liaison 

Diagnostic  Testing  Committee  of  the  State  Comprehensive  Health  Planning  Council — John  H.  Benge,  M.D., 
Representative 

Division  of  Vocational  Rehabilitation,  State  of  Delaware — Anthony  L.  Cucuzzella,  M.D.,  Liaison 
Easter  Seal  Society  for  Crippled  Children  and  Adults  of  Delaware — Arthur  J.  Heather,  M.D.,  Liaison 
Spina  Bifida  Association — Nina  L.  Steg,  M.D.,  Liaison 

Medical  Advisory  Committee,  Division  of  Social  Services,  State  of  Delaware — Rhoslyn  J.  Bishoff,  M.D.,  and 
Robert  Abel,  Jr.,  M.D.,  Representatives 
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At  Ingleside,  apartments  for  single  persons  (over  62) 
and  couples  (over  62)  are  now  available  for  immediate 
occupancy. 
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Perfect  for  Doctor  and  Dentist  home  and  of- 
fice. Located  in  north  Wilmington  at  the 
corner  of  Silverside  & Shipley  Roads.  New 
construction.  Maintenance  free.  Large  4 
bedroom,  2 V2  bath  Colonial  on  a beautifully 
landscaped  oversized  lot.  Separate  front  en- 
trance. 2 car  rear  entry  garage.  Seller  will 
pave  additional  area  for  patient  parking  and 
will  remodel  any  part  of  house  for  office  use 
at  cost. 
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‘Qdltorial'b 

THE  KING  SNEEZES 

A popular  seventh-grade  operetta  of  four 
decades  ago  entitled  “The  King  Sneezes”  had  as 
its  plot  an  annoying  (but  not  too  serious)  royal 
illness  which  manifested  itself  by  repeated  sneez- 
ing. All  of  his  majesty’s  loyal  subjects  busied 
themselves  searching  for  causes  and  cures  for 
the  king’s  malady,  but,  unfortunately,  the  out- 
come of  this  drama  eludes  my  memory  even 
though  I once  starred  as  the  king. 

This  bit  of  trivia  would  never  have  been  re- 
called except  for  the  recent  national  attention 
given  President  Ford’s  upper  respiratory  infec- 
tion, and  the  fact  that  he  was  treated  with  an 
antibiotic.  Whether  or  not  that  antibiotic  was 
necessary  for  the  President’s  common  cold  or 
for  any  common  cold  has  become  the  cause 
celebre  for  leading  throw-away  medical  news- 
papers. Medical  Tribune  has  used  the  Presi- 
dent’s illness  to  champion  the  cause  of  practicing 
physicians  who  use  antibiotics  in  the  manage- 
ment of  patients  with  viral  upper  respiratory  in- 
fections. 

In  the  November  19th  issue  of  Medical  Trib- 
une, Arthur  Sackler,  M.D.  (the  international 
publisher)  printed  a letter  received  from  Louis 
Lasagna,  M.D.,  in  March  of  1974.  In  this  par- 
ticular letter,  Dr.  Lasagna  supported  the  use  of 
antibiotic  therapy  for  those  patients  with  bac- 
terial complications  of  respiratory  infections 
such  as  cough,  stuffed  nose,  post-nasal  drip, 
swollen  glands,  and  earache;  however,  he  did 
not  offer  any  evidence  to  support  his  suggestion 
that  such  complications  are,  indeed,  bacterial  in 
origin. 

Dr.  Sackler  suggested  that  the  apparent  ab- 
sence of  antibiotic  side  effects  in  the  President’s 
case  should  convince  physicians  that  the  dangers 
of  antibiotic  toxicity  have  been  exaggerated  by 
ivory-tower  physicians  and  the  FDA.  Dr.  Sack- 
ler proceeded  to  invite  letters  to  the  editor  com- 
menting on  his  support  for  physicians  who 
utilize  antibiotics  in  the  treatment  of  complica- 
tions of  the  common  cold. 
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In  the  December  17th  issue  of  Medical  Tribune 
appear  the  letters  from  various  physicians  in 
response  to  Dr.  Sackler’s  column  and  Dr.  La- 
sagna’s  letter.  It  is  not  at  all  to  the  credit  of 
Medical  Tribune  that  every  one  of  the  letters 
published  in  the  December  17th  issue  is  in  sup- 
port of  the  use  of  antibiotics  for  the  complica- 
tions of  the  common  cold  without  a single  dis- 
senting letter  being  published.  It  is  obvious  to 
me  that  letters  expressing  the  opposite  viewpoint 
were  sent  to  Medical  Tribune  in  response  to  their 
request  for  comments  (I  wrote  one  of  them)  so 
it  is  reprehensible  that  at  least  one  letter  sup- 
porting the  contrary  viewpoint  was  not  published. 

Important  to  this  controversial  issue  is  the  fact 
that  there  are  no  microbiologic  or  clinical  data 
to  support  Dr.  Lasagna’s  contention  that  these 
complications  of  the  common  cold  are  due  to 
bacterial  infection.  Further  to  the  point  is  the 
fact  that,  if  they  are  not  due  to  bacterial  infec- 
tion, then  there  is  little  justification  for  the  use  of 
antibiotic  agents.  The  suggestion  that  the  in- 
cidence of  side  effects  from  the  antibiotics  used 
for  respiratory  infections  is  so  low  as  to  be  in- 
significant is  not  supported  by  controlled  studies 


which  report  a side-effect  rate  of  5 to  30  per- 
cent depending  upon  the  agent  studied. 

The  tremendous  overuse  of  antibiotics  is  one 
of  the  most  serious  problems  facing  American 
medicine  today,  and  irresponsible  journalism 
by  Medical  Tribune  only  encourages  those  phy- 
sicians who  routinely  administer  antibacterial 
agents  to  patients  with  viral  respiratory  infection 
without  attempting  to  select  those  patients  at 
risk  from  bacterial  infection. 

Since  a certain  percentage  of  patients  with 
viral  respiratory  infections  develop  complications, 
including  otitis,  bronchitis,  and  sinusitis,  defini- 
tive studies  should  be  done  to  identify  the 
causative  factors  of  these  complications.  Care- 
ful identification  of  bacteria,  viruses,  and  myco- 
plasma along  with  evaluation  of  other  factors 
such  as  allergy,  response  to  inflammation,  and 
anatomical  abnormalities,  will  be  necessary  for 
complete  understanding  of  the  common  cold. 

The  almost  prohibitive  cost  of  such  a study 
suggests  that  we  will  not  soon  settle  the  problem 
of  the  sneezing  king. 

W.J.H. 
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DIAGNOSTIC  PATTERNS  IN  DISABILITY 
IN  DELAWARE 

Under  the  provisions  of  the  social  security 
disability  program,  the  nation’s  largest  disability 
plan,  a worker  under  65  can  receive  monthly 
benefits  if  he  or  she  becomes  unable  to  work 
because  of  a mental  or  physical  impairment  that 
has  lasted — or  is  expected  to  last — at  least  12 
months  or  is  expected  to  result  in  death. 

Almost  80  million  workers  can  count  on 
monthly  cash  benefits  in  the  event  of  such 
severe  and  extended  disability.  In  addition,  the 
dependents  of  these  workers  are  also  eligible 
for  monthly  benefits.  Nearly  2.4  million  workers 
and  1.8  million  dependents  are  now  receiving 
disability  benefits  at  the  rate  of  more  than  $7.5 
billion  a year. 

Currently,  5,600  disabled  workers  in  Delaware 
are  receiving  $1,300,000  a month  in  benefits.  In 
addition,  850  wives  or  husbands  of  disabled 
workers  and  2,900  children  of  disabled  workers 
in  Delaware  are  receiving  benefits  at  a monthly 
rate  of  $60,000  and  $193,000,  respectively. 

The  latest  year  for  which  tabulated  data  is 
available  showing  disabled  worker  diagnostic 
patterns  by  state  is  1972.  Disabled  workers  in 
Delaware  who  began  receiving  benefits  in  that 
year  constituted  10,085  of  the  455,398  new  bene- 
ficiaries nationwide. 

Table  1 compares  the  frequency  of  diagnostic 
groups  in  Delaware  with  the  US  overall.  It  shows 


that  diseases  of  the  circulatory  system  comprised 
the  largest  diagnostic  group  in  the  country  in 
1972.  Diseases  of  the  musculoskeletal  system  ! 
and  mental  disorders,  including  psychoneurotic 
and  personality  disorders,  were  the  second  and 
third  largest  diagnostic  groups,  respectively.  All 
states  do  not,  however,  follow  this  pattern. 

Within  these  overall  diagnostic  groups,  the 
most  prevalent  primary  diagnosis  in  both  Dela- 
ware and  the  nation  in  1972  was  chronic  ischemic 
heart  disease.  Delaware  recorded  276  cases  that 
year.  The  nation’s  second  most  common  pri- 
mary diagnosis,  osteoarthritis,  accounted  for  35 
cases  in  Delaware.  Following  these,  in  order  of 
decreasing  national  prevalence,  was  displace- 
ment of  intervertebral  disc,  with  Delaware  re-  2 
porting  66  cases,  followed  by  schizophrenia  with  || 
36  cases.  There  were  39  cases  of  emphysema 
in  Delaware;  29  cases  of  diabetes  mellitus,  and 
rheumatoid  arthritis  and  allied  conditions  ac- 
counted for  37  cases  in  Delaware  that  year. 
Acute  cerebrovascular  disease,  listed  eighth 
among  the  most  prevalent  primary  diagnoses  in 
1972,  recorded  40  cases  in  Delaware;  there  were 
26  cases  of  malignant  neoplasm  of  trachea  and 
lung;  and  other  respiratory  diseases  ranked  tenth 
with  22  cases. 

Additional  information  about  the  social  secur- 
ity disability  program  in  Delaware  can  be  ob- 
tained through  the  Disability  Determination  Ser- 
vice, Box  988,  Wilmington,  19899.  Telephone 
(302)  571-2870. 

Charles  S.  Riegel,  M.D. 


TABLE  1 


SOCIAL  SECURITY  WORKER  DISABILITY  ALLOWANCES  1 972— DIAGNOSTIC  GROUPS 


Diagnostic  Group 

U.S. 

% 

Delaware 

% 

Diseases  of  the  circulatory  system 

...  146,684 

32.2 

427 

36.0 

Diseases  of  the  musculoskeletal  system  

. . . 75,923 

16.7 

181 

15.3 

Mental,  psychoneurotic,  and  personality  disorders 

. . . 45,253 

9.9 

103 

8.7 

Neoplasms  

. . . 43,667 

9.6 

120 

10.1 

Accidents,  poisonings,  and  violence 

. ..  31,728 

7.0 

58 

4.9 

Diseases  of  the  respiratory  system 

. . . 33,038 

7.3 

76 

6.4 

Diseases  of  the  nervous  system  and  sense  organs 

. ..  28,216 

6.2 

89 

7.5 

Endocrine  system,  metabolic,  and  nutritional  diseases  . . . 

. ..  17,352 

3.8 

46 

3.9 

Diseases  of  the  digestive  system 

. ..  13,369 

2.9 

33 

2.8 

Infective  and  parasitic  diseases 

8,627 

1.9 

22 

1.9 

Other 

2.5 

28 

2.4 

TOTAL  

. . . 455,398 

100.0* 

1,183 

100.0 

•Figures  may  not  total  100%  due  to  rounding. 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1975 

MEDICAL  SOCIETY  OF  DELAWARE 


RESOLUTIONS 


The  following  resolutions  were  considered  at  the 
Annual  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware. 

Resolution  No.  1 

Whereas,  the  number  of  problems  that  must  be 
considered  by  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  is  increasing  each  year;  and 

Whereas,  many  such  problems  cannot  await  post- 
ponement of  decisive  action  for  several  months;  now 
therefore  be  it 

Resolved,  that  the  House  of  Delegates  meet  twice 
yearly,  once  in  October  and  once  in  April;  and  be  it 
further 

Resolved,  that  the  Delegates  chosen  for  the  October 
meeting  also  serve  in  the  following  April  meeting. 

I.  J.  Tikellis,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
House  defeat  this  resolution,  the  reason  being  that 
there  now  exists  in  the  Society  by-laws  adequate 
means  of  convening  extra  meetings  of  the  House  of 
Delegates  (Article  VI,  Section  5). 

The  resolution  was  not  adopted  by  the  House. 

Resolution  No.  2 

Resolved,  by  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  that  Article  VII,  Section  7, 
Benevolence  Fund  be  amended  to  read  as  follows  (de- 
leted words  italicized,  added  words  in  capitals) : 

"Each  year  out  of  the  funds  of  this  Society  a 
sum  not  to  exceed  one  dollar  for  each  member 
may  to  be  determined  by  the  Budget  Com- 
mittee AND  APPROVED  BY  THE  HOUSE  OF 
Delegates  shall  be  set  aside  by  the  House  of 
Delegates  as  a special  fund  to  be  known  as  the 
Medical  Benevolence  Fund.  This  fund  shall  be 
kept  separate  from  other  monies  and  may  be  in- 


vested by  the  Treasurer  under  the  direction  of 
the  Board  of  Trustees.  It  shall  be  used,  under 
the  direction  of  the  Board  of  Trustees,  only  for 
the  relief  of  pecuniary  distress  of  sick  or  aged 
members  of  this  Society,  or  of  the  parents, 
widows,  widowers,  or  children  of  deceased  mem- 
ber.” 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  be  adopted. 

The  resolution  was  adopted. 

Resolution  No.  3 

Whereas,  the  House  of  Delegates  of  the  184th  An- 
nual Meeting  of  the  Medical  Society  of  Delaware 
directed  that  the  Medical  Economics  Committee  be 
made  a standing  committee  of  the  Society;  now  there- 
fore be  it 

Resolved,  that  the  following  amendment  to  the 
By-Laws  be  adopted  to  effect  this  change: 

ARTICLE  XII,  STANDING  COMMITTEES 

1.  Add  to  Section  1,  Named 

(8)  Medical  Economics  Committee 

2.  Add  a new  Section  13,  Medical  Economics 

"The  Medical  Economics  Committee  consists  of 
not  less  than  nine  members.  The  Chairman  shall  be 
appointed  from  one  of  the  counties  and  the  Vice- 
Chairman  from  one  of  the  remaining  two  counties. 
The  Executive  Director  of  the  Medical  Society  of 
Delaware  and  the  Executive  Director  of  the  New 
Castle  County  Medical  Society  shall  be  members  ex 
officio  of  the  Committee.  The  Committee  shall  con- 
cern itself  with  matters  affecting  the  economic  status 
of  physicians  that  are  not  otherwise  assigned  to  other 
standing  or  special  committees.  It  shall  investigate 
and  recommend  such  steps  as  it  may  deem  necessary 
to  improve  the  economic  relations  between  the  medi- 
cal profession  and  the  general  public,  groups  or  or- 
ganizations of  the  public,  insurance  companies,  and 
governmental  agencies  or  organizations.  It  shall  con- 
cern itself  with  health  insurance  programs  and  medi- 
cal service  plans.  It  shall  initiate  or  make  recom- 
mendations on  group  insurance  programs  and  services 
for  the  benefit  of  the  membership.” 

Committee  to  Implement 
Restructuring  the  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  not  be  adopted  and  that  it  be  sent  back 
to  the  Committee  which  introduced  it  for  reworking. 
The  resolution  was  not  adopted. 
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Resolution  No.  4 

The  Board  of  Directors  of  the  New  Castle  County 
Medical  Society  submits  for  the  consideration  of  the 
House  of  Delegates  of  the  Medical  Society  of  Dela- 
ware the  following  amendment  to  the  By-Laws: 

To  amend  Article  III,  Section  5 by  striking  out 

the  last  sentence  of  said  section  and  substituting 

it  with  the  following:  "Affiliate  members  shall 

not  be  entitled  to  vote  or  hold  office.” 

Board  of  Directors 
New  Castle  County  Medical  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  approval 
of  this  resolution. 

The  resolution  was  adopted. 

Resolution  No.  5 

Whereas,  the  democratic  process  of  election  has 
been  duly  operative  since  the  time  of  the  American 
Revolution  in  these  United  States;  and 

Whereas,  the  Medical  Society  of  Delaware  is  legally 
constituted  under  the  laws  of  the  State  of  Delaware; 
and 

Whereas,  the  slate  for  the  office  of  President,  Presi- 
dent-elect, Vice  President,  Secretary,  and  Treasurer 
of  the  Medical  Society  of  Delaware  has  included  only 
one  name  for  each  office,  contrary  to  the  spirit  of  our 
Constitution;  now  therefore  be  it 

Resolved,  that  this  House  of  Delegates  direct  the 
Board  of  Trustees  to  study  the  feasibility  of  election 
slates  consisting  of  more  than  one  name  and  report 
its  findings  to  this  House  of  Delegates  at  its  next 
annual  meeting. 

Jason  L.  Campbell,  M.D. 

Henri  F.  Wendel,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  not  be  adopted  since  a mechanism  already 
exists  for  getting  more  than  one  member  on  a slate 
for  an  elective  office  in  that  nominations  can  be  made 
from  the  floor. 

The  resolution  was  not  adopted. 

Resolution  No.  6 

Whereas,  the  efficient  conduct  of  the  business  of 
an  assembly  is  best  handled  by  a Chairman-Co-chair- 
man  mechanism;  and 

Whereas,  the  duties  of  the  Chairman  of  this  House 
of  Delegates  rest  upon  the  shoulders  of  an  already 
overburdened  President;  and 


Whereas,  this  responsibility  changes  each  year  with 
a new  executive  officer,  and  thusly  detracts  from  the 
benefits  of  continuity  of  office;  now  therefore  be  it 

Resolved,  that  this  House  of  Delegates  direct  the 
Board  of  Trustees  to  institute  action  that  would 
change  Article  VI,  Section  4 of  the  Constitution 
and  By-Laws  to  provide  for  the  establishment  of  the 
offices  of  Speaker  and  Vice-Speaker  of  the  House  of 
Delegates. 

Henri  F.  Wendel,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  be  adopted. 

The  resolution  was  not  adopted. 

Resolution  No.  7 

Whereas,  the  Congress  of  the  United  States  has1 
passed  legislation  that  requires  physicians  who  accept 
Title  V,  XVIII,  and  XIX  funds  to  subject  themselves 
to  review;  and 

Whereas,  DELRO  has  been  approved  by  HEW  to 
administer  such  review  in  Delaware;  and 

Whereas,  the  law  requires  that  certain  review  func- 
tions be  performed  by  physicians;  and 

Whereas,  the  law  also  provides  for  payment  to  phy- 
sicians who  perform  such  review  services;  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
recommend  to  its  members  and  all  other  duly  licensed 
physicians  in  Delaware  to  perform  such  review  func- 
tions, whether  within  an  institution  or  not,  solely  by 
individual  choice  and  only  for  payment  of  an  hourly 
fee  commensurate  with  other  similar  medical  services 
which  they  provide. 

Ignatius  J.  Tikellis,  M.D. 

I.  Favel  Chavin,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  be  adopted. 

The  resolution  was  adoptd. 

Resolution  No.  8 

Whereas,  the  current  method  of  reimbursement 
for  Medicaid  patients  is  based  on  a formula  which 
does  not  accurately  reflect  the  cost  of  providing  ser- 
vices; and 

Whereas,  the  method  used  in  establishing  reim- 
bursement for  Medicaid  patients  has  subverted  the 
true  meaning  of  usual  and  customary;  and 

Whereas,  these  reimbursements  were  set  unilaterally 
by  the  Federal  Government;  and 
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Whereas,  the  possibility  exists  that  the  current 
Medicaid  fees  will  be  used  as  a basis  for  future  de- 
terminations in  State  or  Federal  fiscal  control  for  all 
patients;  and 

Whereas,  the  Medical  Society  of  Delaware  feels  that 
the  sums  paid  represent  the  willingness  of  its  mem- 
bers to  continue  their  traditional  policy  of  care  for 
the  indigent  gratis  or  for  less  than  full  payment; 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  re- 
affirm its  longstanding  position  that  government 
programs  which  pay  for  physicians’  services  should 
base  their  payment  on  physicians’  usual  and  custom- 
ary charges;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent  to 
Senators  Biden  and  Roth  and  Representative  duPont. 

John  H.  Benge,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  be  amended  as  follows  and  then  adopted: 
Change  the  last  Whereas  to  read: 

"Whereas,  the  Medical  Society  of  Delaware  feels 
that  the  sums  accepted  reflect  the  willingness  of  its 
members  to  continue  their  policy  of  care  for  the  in- 
digent gratis  or  for  less  than  full  payment;” 

Change  the  first  Resolved  to  read: 

" Resolved , that  the  Medical  Society  of  Delaware 
reaffirm  its  longstanding  position  that  government 
programs  which  pay  for  physicians’  services  should 
pay  the  current  usual  and  customary  charges;”. 

The  resolution  was  so  amended  and  then  adopted. 

The  Reference  Committee  also  recommended  that 
an  ad  hoc  committee  be  formed  to  develop  working 
recommendations  for  long-range  policies  for  federally 
funded  or  controlled  programs. 

The  recommendation  was  accepted  for  information 
as  part  of  the  report. 

Resolution  No.  9 

Whereas,  the  duties  of  the  President  of  the  Medical 
Society  of  Delaware  have  increased  throughout  the 
years;  and 

Whereas,  he  or  she  has  to  devote  a considerable 
amount  of  his  or  her  own  time  to  the  affairs  of  the 
Society,  therefore  be  it 

Resolved,  that  the  President  of  the  Medical  Society 
of  Delaware  be  offered  an  appropriate  stipend. 

John  M.  Levinson,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 


resolution  be  rejected,  the  reason  being  that  the 
Society  would  obviously  not  be  in  any  position  to 
pay  the  President  of  the  Society  what  he  should  get. 

The  resolution  was  not  adopted. 

Resolution  No.  10 

Whereas,  some  members  devote  considerable  time 
to  the  benefit  of  the  Medical  Society  of  Delaware 
without  monetary  compensation;  and 

Whereas,  these  members  on  occasion  retire  from 
active  practice  of  medicine  and  assume  an  adminis- 
trative position  in  the  field  of  medicine;  and 

Whereas,  on  occasion,  the  financial  remuneration 
for  the  administrative  position  is  considerably  less 
rewarding;  therefore  be  it 

Resolved,  that  the  By-Laws  of  the  Society  be  ap- 
propriately amended  to  allow  these  members  on  a 
selective  basis  to  continue  membership  without  pay- 
ment of  annual  dues  and  assessments  thus  expressing 
to  those  members  the  Society’s  appreciation  for  their 
past  services. 

John  M.  Levinson,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  not  be  adopted  since  a mechanism  already 
exists  within  the  by-laws  of  the  Medical  Society  of 
Delaware  to  take  care  of  situations  that  might  arise 
regarding  dues. 

The  resolution  was  not  adopted. 

Resolution  No.  1 1 

Whereas,  the  medical  profession  and  the  Medical 
Society  of  Delaware,  in  particular,  have  a significant 
role  in  protecting  the  health  of  the  citizens  of  the 
State;  and 

Whereas,  there  has  been  a great  proliferation  of 
physicians’  assistants  of  varying  backgrounds,  vary- 
ing skills,  and  varying  duties;  and 

Whereas,  all  such  individuals  are  granted  their 
status  by  virtue  of  the  Medical  Practices  Act;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
takes  very  seriously  the  charge  incumbent  upon  an 
individual  physician  who  elects  to  assume  the  re- 
sponsibility of  supervising  a medical  assistant  or  nurse 
practitioner — such  supervision  being  actual  and  not 
merely  nominal;  and  be  it  further 

Resolved,  that  the  Medical  Council  of  Delaware 
be  commended  for  its  careful  monitoring  of  the 
credentials  and  performance  of  all  those  who  would 
serve  the  health  needs  of  the  public. 

Board  of  Trustees 
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Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
first  Resolved  be  amended  as  follows  and  the  resolu- 
tion then  be  adopted: 

" Resolved , that  the  Medical  Society  of  Delaware 
takes  very  seriously  the  charge  incumbent  upon  an 
individual  physician  who  elects  to  assume  the  respon- 
sibility of  supervising  a medical  assistant  or  nurse 
practitioner — that  such  supervision  be  actual  and  not 
merely  nominal;”. 

The  House  voted  to  delete  the  last  Resolved,  there- 
by ending  the  resolution  with  the  word  nominal. 
The  resolution  was  then  adopted  as  amended  accord- 
ing to  the  Reference  Committee  suggestion. 

Resolution  No.  12 

Whereas,  committee  chairmen  often  seem  to  retain 
their  position  as  chairmen  year  after  year;  and 

Whereas,  committee  members  are  thus  unable  to 
anticipate  rising  to  the  position  of  committee  chair- 
man; and 

Whereas,  broader  membership  participation  would 
result  if  chairmanships  were  rotated;  now  therefore 
be  it 

Resolved,  that  all  committee  chairmen  may  not 
serve  more  than  three  (3)  consecutive  terms  as  chair- 
men. 

Board  of  Trustees 


The  resolution  was  amended  by  the  House  by  add- 
ing to  the  Resolved  "except  by  unanimous  consent 
of  the  Board  of  Trustees”  and  then  adopted. 

^etter^  to  the  'Qditor 

To  the  Editor: 

When  we  write  “sclera,  non-icteric,”  are  we 
properly  conveying  a message  we  all  understand? 
Dr.  O.  Kowlessar  of  Jefferson  Medical  College 
maintains  we  are  not.  He  refers  to  a letter  to  the 
editor  in  the  New  England  Journal  of  Medicine 
around  1964  from  a physician  at  Downstate  in 
Brooklyn,  N.Y.,  who  studied  cadavers.  After 
pealing  the  conjunctiva  off  the  cadavers  eyes, 
the  jaundice  color  was  not  in  the  sclera. 

This  is  a small  point,  but  maybe  the  next  time 
any  of  us  dictates  a H & P,  we  should  say  “con- 
junctiva, non-icteric.”  After  all,  we  use  this 
phrase  just  about  every  day.  I’m  sure  Mass  Gen- 
eral will  eventually  come  around. 

John  E.  Hocutt,  Jr.,  M.D. 


McEiimmY  &>  KIRK 9 INC 

PRESCRIPTION  OPTICIANS 

103  West  8th  Street 
PRESCRIPTIONS  FILLED  Wilmington,  Delaware 

Phone  656-4862 

INDIVIDUAL  ATTENTION  Suite  11  Professional  Bldg. 

Augustine  Cut-off 
Wilmington,  Delaware 

ACCURACY  AND  SERVICE  Phone  652-3583 

4561  Kirkwood  Highway 

STYLES  TO  FIT  YOUR  PERSONALITY  Millcreek  Shopping  Center 

Wilmington,  Delaware 
Phone  999-0551 
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LEGAL  ASPECTS  OF  DRUG  DEPENDENCE  edited  by 
Richard  J.  Bonnie,  Michael  R.  Sonnenreich,  and 
S.  J.  Mule,  CRC  Press,  Cleveland,  1975.  379  pp. 
Price  $64.95. 

As  what  will  go  down  as  the  understatement 
of  this  issue  of  the  Journal,  drug  abuse  and  drug 
dependence  along  with  alcohol  abuse  and  de- 
pendence, represent  to  medicine  the  most  baf- 
fling, complex,  confused,  and  important  issue  of 
today’s  primary  medical  practice.  The  subject 
impacts  on,  at  least,  medicine,  nursing,  the  ju- 
diciary, corrections,  law  enforcement,  education, 
and  welfare  establishments  not  only  in  the  United 
States  but  worldwide. 

This  book,  edited  by  lawyers,  leans  heavily 
on  published  and  unpublished  texts  and  testi- 
mony of  the  National  Commission  on  Marihuana 
and  Drug  Abuse  and  the  National  Conference  of 
Commissioners  on  Uniform  State  Laws.  The 
strength  of  the  book  is  the  taking  of  subjects, 
such  as  Preventive  Confinement  (Involuntary 
Confinement)  as  an  Exercise  of  the  Police  Power, 
parentheses  added;  The  Collapse  of  Constitu- 
tional Limitations:  The  Narcotics  Cases;  The 
Curative  Model:  Anti-Maintenance  Laws;  Legal 
Control  of  the  Treatment  Process;  Criticisms  of 
Methadone  Maintenance,  and  many  others,  and 
providing  an  in-depth  historical  analysis  that 
describes  the  socio-economic  era  of  the  times 
when  first  recorded  and  the  present  evolution  or 
antiquation  of  attitudes  toward  these  same  sub- 
jects in  1975. 

It  is  a technical  book  with  voluminous  foot 
notes,  technical  judicial  reviews  and  judgments, 
details  on  precedent-setting  cases,  and  the  sig- 
nificant impact  or  judgments  provided  by  medi- 
cine throughout  the  recorded  abuse  of  alcohol 
and  drugs. 

For  persons  interested  in  the  constitutional 
rights  of  the  mentally  ill,  drug  abuser,  or  alco- 
holic this  book  is  “must”  reading.  For  those  in- 
terested in  the  cyclical  nature  ( going  round  and 
round)  of  the  treatment  (good,  bad,  and  ill  ad- 
vised) not  achieving  very  much  and  periodic- 


ally repeating  itself,  this  book  also  must  be  read. 

For  persons  closely  associated  with  the  com- 
plexities of  the  problem  this  book  will  show  that 
you  are  not  now,  have  not  been,  and  will  not 
be  the  only  one  frustrated  by  your  effort. 

William  H.  Duncan,  M.D. 

* Mf  » 

CONTROVERSY  IN  INTERNAL  MEDICINE,  Volume 
II  edited  by  Franz  J.  Ingelfinger,  et  al,  W.  B. 
Saunders,  Philadelphia,  1974.  829  pp.  Price 

$18.50. 

This  is  the  second  volume  of  a publication 
which  first  appeared  approximately  eight  years 
ago.  The  views  which  are  presented  vary  and 
cover  the  entire  field  of  what  could  widely  be 
called  Internal  Medicine,  with  one  or  two  dis- 
cursions  into  politics,  sociology,  public  health, 
and,  heaven  protect  us,  surgery.  The  contribu- 
tors are  of  highest  quality,  and  the  reviews  are 
extremely  thorough. 

The  title  of  the  book  is  somewhat  deceptive; 
these  are  not  really  all  controversial  topics,  or, 
rather,  all  the  discussions  are  not  necessarily 
disputations.  Many  of  the  reviews  do  have  a 
degree  of  advocacy  but  not  necessarily  contro- 
versy over  the  total  subject  discussed. 

The  collection  of  reviews,  which  is  really  what 
the  volume  is,  has  no  underlying  unity  except  for 
the  presentation  of  various  views  on  interesting 
current  topics.  There  are  summaries  or  com- 
ments after  each  group  of  articles  which  have 
somewhat  added  to  the  discussion. 

One  would  not  read  this  from  cover  to  cover 
but  rather  would  sample  those  particular  sub- 
jects which  are  commonly  encountered  and 
which  tax  one’s  diagnostic  or  therapeutic  efforts 
to  see  if  the  presentation  of  the  authors  adds 
anything  to  one’s  authority. 

In  addition,  there  are  some  philosophical  sub- 
jects covered  which  have  been  the  basis  of  edi- 
torials in  journals,  which  are  summarized  here. 
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Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
! less  time  you  have  to  practice, 
fhat’s  one  important  reason  why  highly 
:cessful  physicians  are  finding  Air  Force 
dicine  increasingly  attractive. 

!t  offers  an  opportunity  to  practice  health 
re  at  its  professional  and  innovative 
it  without  worrying  about  the  details  of  sup- 
is,  equipment,  or  the  patient’s  ability  to  pay 
treatment.  It  offers  the  opportunity  to  ex- 
id  your  individual  ability  through  compre- 
lsive  educational  opportunities. 

\.ir  Force  medicine  offers  you  excellent 
ancial  security.  It  offers  30  days  of  paid 
:ation  each  year  with  the  opportunity  to 
vel  to  Europe,  Asia,  and  other  parts  of  the 
rid.  Plus  the  chance  to  spend  time  with 
lr  family. 

The  Air  Force  offers  physicians  the  opportu- 
y to  practice  the  most  sophisticated  of  health 
e.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  Medical  Recruiting  Team 
Suite  730,  Executive  Office  Bldg. 

2201  Rte.  No.  38,  Cherry  Hill  NJ  08034 
Phone:  (609)  667-9208/667-9268 

Name 

Address 

City 

State Zip. 


Telephone 

Medicine.Not  Business. 
Air  Force  Physician 


Book  Reviews 


The  two  criticisms  that  I have  of  the  book 
are  referred  to  by  the  editors  in  their  introduc- 
tion: The  articles  as  presented  have  not  always 
been  subject  to  review  by  the  other  contributors, 
and  thus  a real  controversy  or  dialectic  is  not 
usually  developed.  In  addition,  a rebuttal  from 
either  of  the  previous  authors  to  the  other’s  com- 
ments is  not  included. 

I have  seen  recently  that  a similar  series  of 
controversies  is  appearing  in  the  JAMA  on  an 
interval  basis.  If  these  “controversies”  could 
appear  in  a more  widely  distributed  journal 
such  as  the  JAMA,  one  would  not  be  so  over- 
whelmed by  their  volume,  and  would  be  more 
likely  to  read  and  sample. 

Thomas  S.  Vates,  Jr.,  M.D. 

* MS  * 

BLUEPRINT  FOR  MEDICAL  CARE  by  David  Rutstein, 

M.l.T.  Press,  Cambridge,  Massachusetts,  1974.  284 
pp.  Price  $8.95. 

This  book  is  written  for  the  layman  and  is 
based  on  a series  of  lectures  in  1970-71  when 
the  author  was  Visiting  Institute  Lecturer  at  the 
Massachusetts  Institute  of  Technology.  It  starts 
with  a laudatory  foreword  by  Jerome  B.  Wies- 
ner,  President  of  Massachusetts  Institute  of  Tech- 
nology. Then  Dr.  Rutstein  presents  his  “.  . . 
single  coherent  plan  interrelating  the  essential 
points  of  a total  medical  care  program  ...  to 
bring  better  health  to  the  people  of  the  United 
States.”  It  is  a single  prepaid  national  health 
program  for  everybody  with  private  practice 
and  private  medical  offices  eliminated. 

The  point  of  entry  into  the  system  will  be  in 
District  Reception  Centers  where  medical  edu- 
cation, preventive  health  services,  triage,  and 
treatment  of  minor  illnesses  and  injuries  will  be 
conducted  by  allied  health  personnel.  Cases  of 
any  seriousness  will  be  referred  to  the  Commun- 
ity Hospital  wherein  the  bulk  of  medical  care 
will  be  rendered  by  general  practice  physicians 
and  commonly  used  specialists  all  working  to- 
gether within  or  adjacent  to  the  hospital  as  an 
integrated  group  practice.  The  group  will  be  on 
call  and  open  for  service  twenty-four  hours  a 
day,  seven  days  a week.  When  a patient  needs 


inpatient  care,  he  will  be  admitted  to  the  Com- 
munity Hospital  for  an  appropriate  specialist, 
but  his  personal  physician  generalist  will  follow 
him  to  coordinate  his  care,  give  him  comfort, 
and  plan  his  post-hospital  course. 

If  more  sophisticated  care  than  the  Commun- 
ity Hospital  can  supply  is  needed,  the  patient 
will  be  transferred  to  a Central  Medical  School 
Hospital  within  which  the  superspecialists  will 
be  located,  again  functioning  as  a group  practice. 

Medical  schools  will  not  have  core  curricula, 
but  will  be  two-tracked  with  one  curriculum  for 
generalists  and  another  for  those  who  want  to  be 
specialists,  with  sub-tracks  for  each  specialty. 

There  will  be  a Federal  Health  Board  with 
Regional  Health  Boards  of  medical  experts  to 
set  policy  and  standards  and  supervise  medical 
education  and  continuing  education.  Actual  ad- 
ministration of  the  total  program  will  be  con- 
ducted by  the  Department  of  Health,  Education 
and  Welfare. 

All  medical  care  will  be  prepaid  on  the  in-  I 
surance  principle  by  a combination  of  family 
contributions  (with  some  co-pay  to  discourage  i 
over-utilization),  Social  Security  tax,  payroll  tax 
(paid  by  industry),  and  federal  income  tax. 
For  the  indigent,  general  federal  funds  will  pick 
up  the  whole  tab.  There  will  be  no  Blue  Cross, 
private  insurance  companies,  or  other  fiscal  inter- 
mediaries;  the  program  will  be  operated  directly 
by  government  agencies. 

All  physicians  will  be  on  salary,  with  incentive 
awards  for  special  contributions  to  medical  ; 
knowledge  or  care,  or  for  working  in  remote  or 
ghetto  areas,  or  under  hazardous  conditions. 

Dr.  Rutstein  presents  all  of  this  as  a rough 
blueprint  from  which,  he  says,  a superbly  func- 
tioning medical  care  program  can  be  evolved. 

From  the  vantage  point  of  one  who  for  years 
has  thought  that  the  Foundation  for  Medical  j 
Care  concept  is  a good  one  in  that  it  permits 
groups  of  physicians  and  groups  of  patients  who 
so  choose  to  experiment  voluntarily  with  the 1 
functioning  of  prepaid  care,  I think  that  Dr. 
Rutstein’s  “Blueprint  for  Medical  Care”  is  a plan 

Continued  on  page  113 
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for  disaster,  because  it  puts  all  medical  care 
nationwide  into  a monolithic  strait  jacket  with 
little  regard  for  free  choice  by  patient  or  phy- 
sician. 

David  Platt,  M.D. 

«?«?«? 

CANCER  CHEMOTHERAPY  (FUNDAMENTAL  CON- 
CEPTS AND  RECENT  ADVANCES)  sponsored  by 
M.  D.  Anderson  Hospital  and  Tumor  Institute,  Year 
Book  Medical  Publishers,  Chicago,  1975.  577  pp. 
Price  $31.50. 

This  is  a well-edited  compendium  of  papers 
presented  at  the  M.  D.  Anderson’s  Annual  Clini- 
cal Conference  on  Cancer.  This  one  is  specifically 
on  chemotherapy.  The  title,  suggesting  that 
fundamental  concepts  as  well  as  recent  advances 
are  the  goal  of  the  book,  is  misleading.  The 
reader  needs  to  recognize  that,  while  many  fund- 
amentals are  touched  upon  in  the  many-authored 
papers,  they  are  much  more  a review  of  the  “state 
of  the  art”  with  special  reference  to  chemother- 
apy. There  is  heavy  emphasis  on  the  work  being 
done  at  M.  D.  Anderson  Center,  but  other  areas 
are  well  represented.  The  book  gives  detailed 
descriptions  of  study  protocols  and  clinical  trials, 
which  are  taking  place  by  cooperative  groups 
throughout  the  country,  most  with  participants 
from  M.  D.  Anderson.  It  does  bring  together 
into  one  place  many  of  the  latest  protocols  for 
treating  various  cancers  without  necessarily  go- 
ing into  details  regarding  the  fundamental  con- 
cepts, for  example,  of  a breast  cancer.  Yet  there 
is  enough  background  information  regarding 
different  tumor  modalities  to  make  this  a valu- 
able reference  for  hospital  libraries  or  for  any 
physician  who  is  particularly  interested  in  using 
chemotherapy  for  cancer  patients.  There  is 
enough  detail  in  the  protocols  to  guide  a phy- 
sician with  some  experience  in  his  field.  The 
perspective  is  largely  from  the  point  of  view 
of  medical  oncology.  It  discusses  complications 
and  toxicities  and  the  need  for  supportive  ser- 
vices, many  of  which  are  not  available  in  the 
average  community  hospital.  The  book  empha- 
sizes the  need  for  cross-disciplinary  ( multi-modu- 
lar) management  of  the  cancer  patient  but  only 
pays  lip  service  to  this  concept  in  the  format  of 
the  book  itself.  In  other  words,  the  papers  were 
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mainly  medically  oriented  and  were  often  not 
balanced  by  opinions  from  radiotherapy  and 
surgery. 

I can  recommend  Cancer  Chemotherapy  as  a 
welcome  addition  to  the  field  of  medical  oncology 
for  those  who  are  now  using  chemotherapy  but 
not  as  a source  of  basic  or  of  comprehensive  in- 
formation on  clinical  cancer. 

Robert  W.  Frelick,  M.D. 

VS  vs  VS 

DIAGNOSTIC  ULTRASOUND  edited  by  Donald  L. 
King,  C.  V.  Mosby,  St.  Louis,  1974.  323  pp.  Illus. 
Price  $42.50. 

As  Dr.  King  mentions  in  the  preface  of  the 
book,  this  is  a compiled  series  of  lectures  on 
diagnostic  ultrasound  given  at  the  College  of 
Physicians  and  Surgeons,  Columbia  University 
in  1973.  This  book  covers  most  of  the  areas  of 
application  of  diagnostic  ultrasound  and  is  writ- 
ten by  prominent  physicians  in  the  field  of  ultra- 
sonography. Of  the  sixteen  chapters,  only  two 
are  written  by  Dr.  King.  It  is  to  be  noted  that 
some  of  the  famous  people  in  American  diagnos- 
tic ultrasound  are  not  represented,  probably  be- 
cause they  did  not  participate  in  the  symposium 
given  by  Columbia  University.  However,  this 
leaves  a void  in  certain  areas  of  application,  eg, 
planning  of  radiation  therapy  with  diagnostic 
ultrasound,  and  renal  cyst  puncture  with  specially 
designed  transducers. 

Most  of  the  chapters  are  well  written  and,  in 
the  reviewer’s  opinion,  give  a good  but  only 
basic  concept  of  the  different  uses  and  applica- 
tions. Even  though  some  sophisticated  applica- 
tions such  as  color  ultrasonography  for  tissue 
differential  diagnosis  by  Gilbert  Baum,  M.D.  are 
included  in  the  book,  the  overall  material  pre- 
sented covers  the  areas  only  superficially  and 
presents  the  state  of  affairs  as  known  in  1973. 

The  first  chapter  written  by  Joseph  H.  Holmes, 
M.D.,  one  of  the  pioneers  in  ultrasound,  gives 
an  excellent  historical  review.  This  chapter  would 
be  sufficient,  and  this  reviewer  found  it  some- 
what superfluous  to  see  every  subsequent  chapter 
start  with  more  historical  data.  This  again  shows 


that  each  chapter  was  meant  as  a separate  lec- 
ture rather  than  as  a chapter  of  a book. 

Dr.  King’s  book  should  not  be  regarded  as  a 
textbook  of  diagnostic  ultrasound  or  as  a manual 
for  persons  interested  and  beginning  in  this  very 
rapidly  expanding  non-invasive  diagnostic  modal- 
ity. On  the  other  hand,  the  more  experienced 
ultrasonographer  will  find  only  a few  items  of 
interest. 

The  book  has  a nice  format,  and  the  illustra- 
tions are  excellent.  Dr.  Gramiak’s  chapters  on 
echocardiography  are  very  good,  but  the  original 
monograph  by  Dr.  Gramiak  is  much  more  in- 
structive. Dr.  Baum’s  and  Dr.  Coleman’s  con- 
tributions on  ophthalmic  ultrasonography  are 
very  complete. 

The  price  of  the  book  is  somewhat  high,  es- 
pecially considering  the  fact  that  this  is  only  a 
review  of  1973  conferences  and  not  a textbook 
or  manual. 


1975  YEAR  BOOK  OF  DIAGNOSTIC  RADIOLOGY 
edited  by  Walter  M.  Whitehouse,  M.D.  et  al,  Year 
Book  Medical  Publishers,  Chicago.  479  pp.  Price 
$21.50. 

This  book  represents  an  anniversary.  Seventy- 
five  years  of  publication  is  a rare  phenomenon 
in  a nowadays  unstable  world.  In  1900  the  first 
Year  Book  originated  and  was  able  not  only  to 
survive  but  also  to  cover  every  major  specialty 
area  since  that  time. 

The  1975  also  marks  a new  triumph  of  this 
book  series.  This  is  the  first  yearbook  of  diag- 
nostic radiology,  undoubtedly  because  of  the 
ever-increasing  extent  of  this  field.  The  first  such 
change  occurred  when  nuclear  medicine  ob- 
tained its  own  Year  Book.  This  year  it  became 
evident  that  diagnostic  and  therapeutic  radiology 
have  to  separate,  to  be  able  to  cover  the  material 
published  in  a year’s  time. 

The  editors  — Drs.  Whitehouse,  Bookstein, 
Gabrielsen,  Holt,  Martel,  Thornbury,  and  Wol- 
son — have  proven  again  their  excellent  judgment 
in  selecting  the  articles  and  supplying  comments. 

The  material  published  reflects  in  a very  de- 
finite way  the  trends  in  today’s  modern  diagnostic 
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radiology.  Computerized  transverse  axial  scan- 
ning and  computer-assisted  reporting  system  are 
very  much  in  the  foreground,  as  it  should  be 
expected.  But  this  is  only  a small  part  of  the 
i diversified  material.  Proton  radiography  and  fast 
neutron  radiography  are  other  examples.  It  is 
not  in  the  scope  of  this  review  to  analyze  the 
material  covered  in  the  book,  as  it  would  rep- 
| resent  an  impossible  task.  What  impressed  this 
reviewer  most  are  the  comments  given  by  the 
I editors  following  certain  articles  or  group  of 
| articles.  It  shows  not  only  knowledge  and  famili- 
j arity  with  the  subject,  but  also  mature  judgment. 

They  give  credit  where  credit  is  due,  express 
i doubt  in  certain  situations,  and  offer  advice  or 
supply  further  material  for  reading. 

The  chapters  on  angiography  and  neuroradi- 
ology are  most  impressive,  and  so  is  the  chapter 
on  ultrasound,  probably  because  of  this  reviewer’s 
interest  in  these  fields.  But  the  other  chapters 
are  not  far  behind,  and  they  show  today’s  sophis- 
jjj  tication  and  basic  understanding  of  physiology 
and  pathophysiology. 

The  book  has  many  practical  uses:  for  the 
busy  diagnostic  radiologist  who  does  not  have 
| time  to  follow  all  the  numerous  radiologic  pub- 
; lications;  the  young  radiologist,  to  enlarge  his 
ji  or  her  horizon;  the  resident  in  training  or,  before 
I the  examination,  the  medical  student;  or  repre- 
sentative of  other  specialties. 

In  other  words,  this  is  an  excellent  book, 
recommended  not  only  for  diagnostic  radiologists, 
but  anybody  in  the  medical  profession  interested 
in  progress. 

Alexander  Kovac,  M.D. 

* M?  # 

MOLECULAR  PATHOLOGY  edited  by  Robert  A. 
Good,  Jorge  Yunis,  and  Stacey  Day,  Charles  C. 
Thomas  Publishers,  Springfield,  Illinois,  1975.  870 
pp.  Price  $67.50. 

As  the  editors  of  this  book  point  out  in  the 
preface,  both  the  teaching  and  the  practice  of 
medicine  have  changed  radically  over  the  last 
decades;  from  the  art  of  morphological  descrip- 
tion and  patient  care,  emphasis  has  focused  on 
I ‘he  science  of  molecular,  cytochemical,  and  sub- 


cellular  manifestations  of  disease.  It  is  not  their 
intention  to  denigrate  the  art,  but  to  demonstrate 
how  the  scientific  knowledge  of  a disease  leads 
to  a keener  appreciation  of  that  disease  and  to 
an  ongoing  attempt  to  treat  in  an  objective  and 
rational  manner. 

In  this  they  have  succeeded  very  well,  not 
only  because  they  are  unexcelled  in  their  fields, 
and  have  an  impressive  fist  of  expert  collabora- 
tors, but  also  because  the  book  is  clear,  concise, 
and  easily  read,  even  by  one  not  cytologically 
oriented. 

Many  disciplines  are  represented  here.  Topics 
range  from  “Prenatal  Diagnosis  of  Inborn  Errors 
of  Metabolism”  to  a consideration  of  basal  gang- 
lia diseases  and  schizophrenia  at  the  molecular 
level.  Neoplasia  takes  significant  space,  but 
there  is  also  a chapter  on  cellular  and  molecular 
engineering. 

The  most  thought-provoking  chapters  are  the 
first,  “The  Molecular  Basis  of  Disease,”  and  the 
last,  “Death:  Failure  to  Direct  Energy  Flow  . . .” 
These  two  chapters  underscore  the  interdisciplin- 
ary approach  of  the  rest  of  the  book  and  provide 
attempts  by  clear-thinking  scientists  to  correlate 
history  and  philosophy  with  the  most  basic 
mechanisms  of  life  and  death. 

The  photomicrographs  and  illustrations  are 
detailed  and  easy  to  follow,  and  there  is  an  ex- 
tensive fist  of  references  with  each  chapter. 

Criticisms  are  few,  the  major  one  being  the 
somewhat  prohibitive  price.  Moreover,  in  view 
of  the  ever-expanding  knowledge  of  molecular 
mechanisms,  this  book,  hopefully,  will  be  out-of- 
date  soon  as  new  advances  occur. 

Although  not  everyone  will  want  to  buy  this 
book,  all  should  be  aware  of  and  should  draw 
from  its  basic  and  interdisciplinary  approach  to 
the  necessary  (and  exciting)  molecular  explana- 
tions. 

Anna  W.  Sasaki,  M.D. 

«?«£«? 

THE  COLONIAL  PHYSICIAN  & OTHER  ESSAYS  by 
Whitfield  J.  Bell,  Jr.,  Science  History  Publications 
New  York,  1975.  229  pp.  Price  $6.95. 

Continued  on  page  118 
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Testing  in  Humans: 
Who, Where  & When. 


j weight  of  ethical  opinion: 

lew  would  disagree  that  the  effective- 
and  safety  of  any  therapeutic  agent 
:vice  must  be  determined  through 
cal  research. 

Jut  now  the  practice  of  clinical  re- 
:h  is  under  appraisal  by  Congress,  the 
s and  the  general  public.  Who  shall 
inister  it?  On  whom  are  the  products 
: tested?  Under  what  circumstances? 
how  shall  results  be  evaluated  and 
zed? 

The  Pharmaceutical  Manufacturers 
>ciation  represents  firms  that  are  sig- 
antly  engaged  in  the  discovery  and 
lopment  of  new  medicines,  medical 
ces  and  diagnostic  products.  Clinical 
irch  is  essential  to  their  efforts.  Con- 
ently,  PMA  formulated  positions 
:h  it  submitted  on  July  11, 1975,  to 
subcommittee  on  Health  of  the  Sen- 
,abor  and  Public  Welfare  Committee, 
s official  policy  recommendations, 
e are  the  essentials  of  PMA’s  current 
king  in  this  vital  area. 

..PMA  supports  the  mandate  and 
:ion  of  the  National  Commission  for 
’rotection  of  Human  Subjects  of 
nedical  and  Behavioral  Research  and 
s to  establish  a special  committee 
posed  of  experts  of  appropriate 
iplines  familiar  with  the  industry’s 
arch  methodology  to  volunteer  its 
ice  to  the  Commission. 

E.  PMA  supports  the  formation  of  an 
:pendent,  expert,  broadly  based  and 
esentative  panel  to  assess  the  current 
; of  drug  innovation  and  the  impact 
n it  of  existing  laws,  regulations  and 
:edures. 

J.When  FDA  proposes  regulations, 
lould  prepare  and  publish  in  the  Fed- 
Register  a detailed  statement  assess- 
the  impact  of  those  regulations  on 
g and  device  innovation. 

4.PMA  proposes  that  an  appropri- 
y qualified  medical  organization  be 
ouraged  to  undertake  a comprehen- 
; study  of  the  optimum  roles  and 
jonsibilities  of  the  sponsor  and  physi- 
l when  company-sponsored  clinical 
:arch  is  performed  by  independent 
iical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7*  PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13.  When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.  W 
Washington,  D.  C.  20005 


Delaware  Medical  Journal 


As  the  title  indicates,  this  collection  of  essays 
is  addressed  to  those  interested  in  the  history  of 
medicine.  The  author,  librarian  of  the  American 
Philosophical  Society  (Philadelphia)  and  a for- 
mer student  of  Richard  H.  Shryock,  is  primarily 
interested  in  the  18th  century,  though  several  of 
the  essays  deal  with  the  19th  century.  All  deal 
with  American  subjects,  and  all  have  been  pub- 
lished previously  in  such  journals  as  the  Bulletin 
of  the  History  of  Medicine,  the  Annals  of  Medical 
History,  and  the  Pennsylvania  Magazine  of  His- 
tory and  Biography. 

Of  the  ten  essays,  plus  four  notes  and  docu- 
ments, in  this  volume,  the  most  significant  is 
probably  the  first,  “A  Portrait  of  the  Colonial 
Physician,”  which  was  read  before  the  American 
Association  for  the  History  of  Medicine  in  1969. 
From  it  the  reader  learns  about  the  training, 
practice,  status,  and  habits  of  the  estimated  3,500 
physicians  practicing  in  the  thirteen  colonies  in 
1775.  The  most  esteemed  were  those  trained 
abroad,  most  commonly  in  Edinburgh  or  London; 
however,  many  physicians  were  entirely  self- 
taught  or  had  spent  a season  helping  another 
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doctor.  The  same  men  usually  practiced  both 
medicine  and  surgery,  and  often  he  had  another 
vocation — teaching,  preaching,  farming,  or  even 
(as  in  the  case  of  John  Browne,  of  Burlington, 
New  Jersey)  keeping  a tavern. 

“Benjamin  Franklin  and  the  Practice  of  Medi- 
cine” is  the  most  amusing  of  the  essays.  Though 
not  a physician,  Franklin  was  often  assumed  to 
be  one,  and  he  was  full  of  advice  for  the  sick. 
He  had  his  own  strong  opinions  and  was  an 
ardent  advocate  of  fresh  air,  exercise,  and  tem- 
perance. He  tried  to  popularize  fresh  air  baths, 
declaring  he  sat  naked  every  morning  reading  or 
writing  for  at  least  a half  hour.  Franklin  swam 
till  past  seventy,  and  when  too  old  for  anything 
more  vigorous,  he  exercised  daily  in  his  room 
with  dumbbells.  At  82,  he  declared  he  was  lucky 
to  have  only  three  incurable  diseases:  the  gout, 
the  stone,  and  old  age. 

Several  Delaware  physicians,  including  John 
Haslet,  Joshua  Clayton,  Edward  Miller,  and 
Mathew  Wilson  are  mentioned  in  passing,  but 
none  in  any  detail,  though  one  essay  is  devoted 
to  James  Smith  (1771-1841),  who  was  born  in 
Elkton  and  became  national  vaccine  agent  in 
1813.  There  is  a brief  discussion  of  the  clinical 
notebook  of  John  Archer,  the  first  member  (for 
alphabetical  reasons ) of  the  first  class  at  the  first 
medical  school  (the  College  of  Philadelphia)  in 
the  English  colonies.  After  taking  his  M.  B.  in 
1768,  Archer  practiced  at  Hamburg  (below  New 
Castle)  and  St.  Georges,  Delaware,  before  re- 
turning to  his  native  Harford  County,  Maryland. 

A diversion  for  the  historically  minded,  this 
illustrated  book  is  published  by  a photo-offset 
process  reproducing  the  original  (and  differing) 
type  faces  in  which  the  essays  were  first  printed. 
Nevertheless,  since  most  of  the  journals  used  a 
good  clear  type,  the  appearance  is  attractive. 

John  A.  Munroe 

Dr.  Munroe  is  the  H.  Rodney  Sharp  Professor  of  History  at 
the  University  of  Delaware. 

* « 15 

YOUR  BLOOD  PRESSURE:  THE  MOST  DEADLY  HIGH 
by  Norman  M.  Kaplan,  Medcom  Press,  New  York, 
1974.  198  pp.  Illus.  Price  $6.95. 

In  a recent  issue  of  the  Delaware  Medical 
Continued  on  page  120 
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Journal,  Dr.  Keith  Sehnert  talked  of  his  program 
for  educating  patients  into  the  natures  of  their 
medical  problems. 

Since  hypertension  is  the  Cinderella  disease 
of  the  mid-seventies,  and  probably  more  appro- 
priately so  than  others  which  have  been  subjected 
to  recent  repeated  and  public  scrutiny  regarding 
the  alleged  present  inadequacy  of  diagnosis  and 
management,  there  is  a very  strong  need  for  a 
reasonably  priced,  sufficiently  accurate,  and  easy- 
to-understand  book  on  hypertension  for  patients. 

Despite  its  TV-style  title,  this  book  is  the  best 
I have  seen  of  the  number  now  available.  I rec- 
ommend it  for  your  literate  patients.  (A  recent 
story  in  The  Times  suggested  that  about  25%  of 
all  adults  in  the  US  are  not  literate.)  This  book 
is  MEDCOM-produced,  which  means  grade-A 
production  formatting  and  editing,  and  its  con- 
text has  obviously  had  Dr.  Kaplan’s  attention. 

One  of  the  more  fascinating  portions  to  prac- 
ticing physicians  will  probably  be  the  last  40 
pages,  which  I wager  were  included  primarily  to 
flesh  out  the  book  to  a size  which  might  seem 
to  warrant  its  price.  They  represent  an  interview 
by  Dr.  Kaplan,  who  is  Professor  of  Internal  Medi- 
cine at  the  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  with  a new  hyperten- 
sive patient,  an  overweight,  middle-aged  man. 
The  interview  includes  such  things  as  exploring 
enuresis  or  absence  of  it  in  childhood  as  well 
as  the  patient’s  current  level  of  sexual  perform- 
ance. It  concludes  with  a thiazide  prescription 
(before  any  lab  work  and  on  the  first  visit,  indi- 
cating the  importance  of  knowing  how  professors 
practice  as  well  as  how  they  preach). 

“I  want  you  to  be  aware  of  your  blood  pres- 
sure, but  not  bugged  by  it,”  Dr.  Kaplan  says  to 
his  patient. 

Recommended  highly  for  the  self-education  of 
your  hypertensive  patients,  but  only  after  you 
look  it  over  yourself. 

Bernadine  Z.  Paulshock,  M.D. 

* % MS 

BIRTH  WITHOUT  VIOLENCE  by  Frederick  Leboyer, 
M.D.,  Alfred  A.  Knopf,  New  York,  1975.  115  pp. 
40  photographs.  Price  $7.95. 


Birth  Without  Violence  by  Frederick  Leboyer 
is  a book  which  has  been  gaining  great  popularity 
on  the  Continent  and  now  in  the  United  States,  I 
especially  with  the  lay  reader.  The  author  is  a 
native  of  France  and  has  been  Chief  de  Clinique 
at  the  School  of  Medicine,  University  of  Paris. 
He  has  delivered  more  than  ten  thousand  babies. 

The  style  of  the  book,  just  as  the  philosophy  it 
expounds,  is  in  simple,  form.  It  is  a short  book, 
printed  in  large  letters  with  lines  widely  spaced, 
and  can  be  read  easily  in  a few  hours. 

The  content  of  the  material  is  radical  by  virtue 
of  its  inherent  simplicity.  It  dares  remind  us  in 
this  era  of  technology  that  the  birth  of  a baby  is 
after  all  a natural  process.  It  even  “out  natures” 
the  book  of  the  fifties  by  Sir  Grantley  Dick 
Reed,  Childbirth  Without  Fear.  Dr.  Leboyer  is 
not  only  an  advocate  of  natural  childbirth,  but 
goes  a step  further  to  emphasize  treatment  of  the 
baby  at  the  time  of  birth  so  that  there  be  “birth 
without  violence.”  After  all,  he  says,  the  baby 
has  sensitivities  to  light,  sound,  touch,  gravity, 
etc.  It  has  been  living  in  a protected  environ- 
ment for  nine  months.  It  must  be  introduced  to 
this  world  in  a quiet,  tender,  and  loving  manner. 
The  delivery  room  must  have  subdued  lighting, 
people  must  speak  in  whispers,  the  newborn  must 
be  immersed  in  warm  water,  and  must  be  cud- 
dled lovingly  by  those  attending  it.  Finally,  it 
should  be  caressed  by  the  mother  as  it  lies  skin 
to  skin  on  her  abdomen.  In  fact.  Dr.  Leboyer 
assures  us,  if  these  steps  are  carried  out,  the  new- 
born may  even  reward  us  with  a smile.  The  last 
page  of  the  book  pictures  such  a smiling  baby. 

Dr.  Leboyer  does  not  take  into  account  that 
the  reader,  especially  if  he  is  a physician,  would 
expect  his  conclusion  to  be  supported  by  scien-  j 
tific  documentation.  What  follow-up  does  he 
have  on  these  babies — and  what  about  anes-  j 
thesia?  Don’t  any  of  these  patients  get  saddle 
block,  epidural,  or  pudendal?  How  about  for-  j 
ceps???  We  must  assume  that  all  of  his  patients 
are  stoics. 

At  any  rate,  I do  think  this  book  has  an  im- 
portant message.  In  this  era  of  sophisticated 
instrumentation,  and  aggressive,  invasive  obste- 
trics it  is  important  for  us  to  be  reminded  that 
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ohildbirth  is  after  all  a natural  process.  It  should 
be  read  by  all  of  us,  lest  we  forget. 

Is  ADORE  SLOVIN,  M.D. 

* !*  K 

HANDBOOK  OF  PHYSIOLOGY  — SECTION  8 — 
RENAL  PHYSIOLOGY,  Jack  OrloflF  and  Robert  W. 
Berliner,  Section  Editors;  Stephen  R.  Geiger,  Execu- 
tive Editor,  Williams  & Wilkins,  Baltimore,  1973. 
1052  pp.  Price  $85.00. 

This  remarkable  volume  of  over  1,000  pages 
lives  up  to  its  claims  that  it  encompasses  what  is 
! known  of  renal  physiology  today.  It  is  beauti- 
I fully  put  together  and  is  an  extraordinarily  com- 
plete analysis  of  the  physiological  and  anatomi- 
cal data  presently  known  about  the  kidney.  In 
addition,  it  analyzes  the  methods  used  in  the  col- 
lection of  the  data.  It  is  a book  which  is  essen- 
tially written  for  the  physiologist  and  the  re- 
searcher to  serve  as  a source  of  facts,  and  also  as 
an  analysis  of  the  basic  principles  by  which  those 
facts  were  obtained.  In  addition,  its  biblio- 
graphic references  are  absolutely  magnificent. 

The  detail  and  the  presentation  of  the  physio- 
logical data  are  probably  overwhelming  for  the 
| usual  practicing  physician  as  the  presentation  is 
non-clinical.  Nevertheless  in  any  large  library 
this  book  deserves  a place  as  the  most  complete 
reference  text  ever  put  together  on  renal  physi- 
ology. For  the  researcher  and  the  physiologist,  it 
is  a must. 

Robert  B.  Flinn,  M.D. 


DIFFERENTIAL  DIAGNOSIS  OF  GASTRIC  DISEASES 
by  Keiichi  Kawai  and  Hirimichi  Tanaka,  Year  Book 
Medical  Publishers,  1974.  262  pp.  Ulus.  Price 
$52.50. 

It  is  no  wonder  that  Japan  is  the  source  of 
this  technical  yet  concise  text  on  gastric  diseases 
since  it  has  the  highest  death  rate  in  the  world 
from  stomach  cancer.  Drs.  Kawai  and  Tanaka 
have  tried  systematically  to  explain  their  clinical 
experiences  with  gastric  diseases  with  emphasis 
on  differentiating  malignancy  from  benignancy. 
This  text  contains  excellent  and  detailed  descrip- 
tions of  endoscopic  and  radiologic  techniques  as 
well  as  principles  of  macroscopic  diagnosis.  The 
tables,  diagrams,  photographs,  radiographs,  and 
pathologic  sections  are  abundant  and  superb. 

The  authors  emphasize  that  accurate  diagnosis 
of  gastric  diseases  requires  all  available  modali- 
ties: radiologic,  endoscopic,  cytologic,  and  patho- 
logic, plus  aggressiveness  on  the  part  of  the  phy- 
sician to  make  the  frequently  needed  repeated 
examinations.  Their  approach  to  gastric  disease 
is  first  fully  explained  and  then  put  to  use  in 
forty-three  case  presentations. 

The  information  in  this  text  is  largely  technical, 
but  the  excellent  diagrams  and  photographs  make 
it  very  understandable.  However,  the  subject 
matter  lends  itself  primarily  to  the  gastroenter- 
ologist and  endoscopist. 

Thomas  L.  Fazio,  M.D. 
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Speakers  on  Speakers  for  March,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  March  2,  Leonard  Rosenbaum, 
M.D.,  Early  Detection  of  Breast  Cancer;  March  9,  Edward  W.  McReynolds, 
M.D.,  Kidney  Disease  in  Children;  March  16,  Charles  E,  Hill,  M.D.,  Hepatitis; 
March  23,  Robert  W.  Frelick,  M.D.,  Cancer  Quackery;  March  30,  Robert  E. 
Eilert,  M.D.,  Scoliosis. 


In  the  News 


Gynecologic 
Cancer 
Conference 
Audio  Tapes 


Arthritis 

Demonstration 

Clinics 


Cell  Growth 

Kinetics 

Symposium 


ENT  Courses 


Medical 

Examiners 

Conference 


Dr.  Edith  H.  Anderson,  Dean  of  the  School  of  Nursing  at  the  University  of 
Hawaii,  has  been  named  Professor  of  Nursing  and  Dean  of  the  University  of 
Delaware  College  of  Nursing,  effective  September  1,  1976. 

New  living  units  recently  dedicated  at  the  Hospital  for  the  Mentally  Retarded 
are  located  on  streets  named  in  honor  of  persons  who  have  made  many  contri- 
butions to  the  Hospital.  Waples  Way  is  the  street  named  for  Joseph  E.  Waples, 
Jr.,  M.D.,  who  served  HMR  residents  for  22  years  while  carrying  on  his  busy 
Sussex  County  practice.  The  physician  spent  two  hours  a day  at  HMR  attending 
to  the  medical  needs  of  residents  and  many  times  returned  late  at  night  to  check 
on  a patient  or  answer  an  emergency  call.  Doctor  Waples  died  in  1960. 

Meeting  highlights  of  the  American  Cancer  Society  National  Conference  on 
Gynecologic  Cancer  held  in  Philadelphia,  September,  1975,  are  available  on 
audio  tape  from  the  Delaware  Division  of  the  American  Cancer  Society.  Tele- 
phone (302)  654-6267. 

CLINICAL  NOTICES  AND  MEETINGS 

The  Connective  Tissue  Clinic  at  the  Children’s  Hospital  of  Philadelphia  will  conduct  j 
Demonstration  Clinics  in  Arthritis  on  March  9,  April  13,  and  May  11,  2:30  to  4:30  | 
p.m.  Physicians  will  examine  and  take  part  in  the  management  of  a patient  with  , 
rheumatoid  arthritis,  followed  by  a discussion  period.  Prior  registration  is  required; 
admittance  limited  to  six  physicians  per  session.  For  information  call:  B.  H.  Athreya, 
M.D.,  (215)  923-9380. 

The  M.  D.  Anderson’s  29th  Annual  Symposium  on  Fundamental  Cancer  Research, 
“Growth  Kinetics  and  Biochemical  Regulation  of  Normal  and  Malignant  Cells,”  will 
be  held  March  10-12,  at  the  Shamrock  Hilton  Hotel,  Houston,  Texas.  Subjects  will 
include  biological  aspects  of  cell  cycle-related  events,  growth  kinetics  mathematical 
models,  and  application  of  growth  kinetics  information  to  human  cancer  therapy.  For 
information  contact:  the  Medical  Society,  658-7596. 

A continuing  education  course  in  Neurotology  will  be  held  at  the  University  of  Illinois 
Eye  and  Ear  Infirmary,  Chicago,  Illinois,  March  22-25.  The  intensive  course  will  offer 
a didactic  and  practical  review  of  clinical  neurotology.  Various  forms  of  caloric 
testing  procedures  will  be  demonstrated;  patients  will  be  tested  by  participants,  and  j 
history,  symptoms,  and  test  results  will  be  discussed  in  informal  conferences.  Limited 
enrollment.  A course  in  Laryngology  and  Bronchoesophagology,  limited  to  twenty 
physicians,  will  be  held  April  5-10.  For  information  contact:  Department  of  Oto- 
laryngology, University  of  Illinois  College  of  Medicine,  1855  West  Taylor  Street,  j 
Chicago,  Illinois  60612.  Telephone  (312)  996-6582. 

“An  International  View  of  Qualification  for  Medical  Practice”  will  be  the  subject  of  the  j 
National  Board  of  Medical  Examiners’  Annual  Conference,  March  17-18,  at  the  Belle- 
vue-Stratford  Hotel,  Philadelphia,  Pennsylvania.  Advance  registration  must  be  made 
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WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MONDAY-FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
M ON  DAY-  FR I DAY  8-5  PM  a nd  SATU  RDAY  8- 1 2 NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 


DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
MONDAY-FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

M PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
j Delaware  now  has  four  branches  to  serve  you.  They 
| located  in  Wilmington,  Newark,  and  Dover,  with  a 
sidiary  laboratory  in  Downington,  Pennsylvania.  (All 
Oratories  are  state  licensed  and  have  Medicaid  and 
licare  approval.  The  main  laboratory  in  Wilmington 
federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
lical  and  industrial  community  including:  histology, 


cytology,  bacteriology,  chemistry,  hematology,  immuno- 
hematology,  chemistry  profiles  (SMA  12/60),  automated 
gas  chromatography,  thin-layer  chromatography,  drug 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available. 

For  your  convenience,  daily  pick-up  of  specimens 
within  the  range  of  the  laboratory  branches  is  provided. 


PROFESSIONAL  CLINICAL  LABORATORIES.  INC. 


sional  Building  Suite  202 


Augustine  Cut-off  Wilmington,  Delaware  19803 


PHONE:  302  - 655-9621 


In  Brief 

by  March  1.  For  information  contact:  National  Board  of  Medical  Examiners,  3930 
Chestnut  Street,  Philadelphia,  Pennsylvania  19104. 


Cardiology  Course  A course  on  advances  in  cardiology  for  practicing  physicians  will  be  presented  by 
New  York  University  Post-Graduate  Medical  School  in  New  York  City,  March  25-27. 
Practical  aspects  and  newer  concepts  of  diagnosis  and  management  will  be  emphasized. 
For  information  contact:  Office  of  the  Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York,  New  York  10016.  Telephone 
(212)  679-3200,  ext.  4037. 


DAFP  Scientific  The  Twenty-fourth  Annual  Scientific  Assembly  of  the  Delaware  Academy  of  Family 

Assembly  Physicians  will  be  held  April  3 at  the  Delaware  Academy  of  Medicine  Building. 

Scheduled  speakers  and  their  topics  are:  B.  Perry  Ottenberg,  M.D.,  “Understanding 
Myself — As  a Human  Who  Has  Needs”;  Manuel  M.  Pearson,  M.D.,  “A  Strategy 
for  Coping — How  to  Handle  Stress”;  Martin  Goldberg,  M.D.,  “Understanding  My 
Spouse — Sorry,  My  Love,  I Forgot  That  You  Too  Are  Human  and  Have  Needs;”  Paul 
R.  Mcllhenny,  M.D.,  “Understanding  My  Children— Are  You  Making  Them  Friends 
or  Foes?”.  For  registration  information  contact  Anne  Shane  Bader,  658-7596. 


American  College 
of  Allergists 


The  32nd  Annual  Congress  of  the  American  College  of  Allergists  will  be  held  in 
Las  Vegas,  Nevada,  April  3-8.  Topics  for  discussion  will  be:  Classical  Allergy  and 
Related  Disorders;  Immunopathology ; Immune  Competences  and  Immunogenics ; Al- 
lergy and  the  Respiratory  Tract;  Ears,  Nose  and  Throat;  and  Dermatology.  For 
information  contact:  American  College  of  Allergists,  2141  Fourteenth  Street,  Boulder, 
Colorado  80302. 


I 
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The  57th  Annual  Session  of  the  American  College  of  Physicians  will  be  held  April  5-8  f 
at  the  Philadelphia  Civic  Center,  Philadelphia,  Pennsylvania.  The  theme  of  the  j 
meeting  will  be  “Neoplastic  Diseases — 1976.”  The  American  College  of  Physicians  | 
will  also  sponsor  the  following  postgraduate  courses:  “Specifically  Treatable  Diseases,”  j 
March  1-5,  in  Philadelphia,  Pennsylvania;  “Neurology  for  the  Internist,”  March  j 
15-18,  in  Rochester,  Minnesota;  “Clinical  Recognition  and  Management  of  Heart  ) 
Disease,  1976,”  March  18-20,  Tucson.  Arizona;  “Hematology  and  Oncology,  1976,”  J 
March  24-27,  Jackson,  Mississippi;  and  “Auscultation  in  Its  Clinical  Setting,”  April  J 
26-28,  Philadelphia,  Pennsylvania.  For  information  on  these  programs  contact:  j 

American  College  of  Physicians,  4200  Pine  Street,  Philadelphia,  Pennsylvania,  19104.  j 
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American  College 
of  Physicians 


NEUROLOGIST:  Available  July  1977.  Board  eligi- 
ble, trained  in  Electromyography  and  Electroen- 
cephalography. Presently  a second  year  resident, 
Case  Western  Reserve  University  Hospitals,  Cleve- 
land, Ohio. 

RHEUMATOLOGIST:  Available  1976.  Board  Certi- 
fied internist  is  training  as  rheumatologist  at  Johns 
Hopkins  Hospital.  Interested  in  associate  practice. 

UROLOGIST:  Available  June  1976.  Chief  Urology 
Resident,  Hospital  of  Albert  Einstein  College  of 
Medicine,  New  York.  Licensed  by  FLEX. 


OPHTHALMOLOGIST:  Now  available.  Finishing 
specialty  training  at  the  Mayo  Clinic. 

FOR  SALE:  Retired  doctor  has  home  and  near- 
by office  available  in  Dagsboro,  Delaware.  Four 
bedroom  house  with  Olympic-size  pool.  Two-car 
garage  with  small  apartment.  Office  centrally  air 
conditioned  and  has  ample  parking  space  and  two- 
car  garage.  Located  approximately  10  miles  from 
Bethany  Beach,  an  Atlantic  Ocean  resort  in  southern 
Delaware.  Would  consider  financing  any  reasonable 
offer.  For  appointment  to  see  property  call  (302) 
732-9627. 
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According  to  her  major 
Ifiptoms,  she  is  a psychoneu- 
|ic  patient  with  severe 
lifiety.  But  according  to  the 
Icription  she  gives  of  her 
d'lings,  part  of  the  problem 
ly  sound  like  depression. 

Jis  is  because  her  problem, 
liough  primarily  one  of  ex- 
Isive  anxiety,  is  often  accom- 
liied  by  depressive  symptom- 
|logy.  Valium  (diazepam) 

. provide  relief  for  both— as 
excessive  anxiety  is  re- 
jed,  the  depressive  symp- 
is  associated  with  it  are  also 
;n  relieved. 

I There  are  other  advan- 
Ips  in  using  Valium  for  the 
inagement  of  psychoneu- 
c anxiety  with  secondary 
ressive  symptoms:  the 
I chotherapeutic  effect  of 
ium  is  pronounced  and 
lid.  This  means  that  im- 
[vement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


l/eillance  because  of  their  predisposi- 
to  habituation  and  dependence.  In 
jgnancy,  lactation  or  women  of  child- 
ring age,  weigh  potential  benefit 
inst  possible  hazard, 
cautions:  If  combined  with  other  psy- 
tropics  or  anticonvulsants,  consider 
sfully  pharmacology  of  agents  em- 
J/ed;  drugs  such  as  phenothiazines, 
potics,  barbiturates,  MAO  inhibitors 
; other  antidepressants  may  potentiate 
iiction.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
ression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


DELAWARE  CANCER  NETWORK  STATUS  REPORT 


During  the  past  several  months,  the  Delaware 
Cancer  Network  has  seen  the  continued  develop- 
ment of  staff,  the  re-organization  and  expansion 
of  program,  and  the  crystalization  of  a board 
and  committee  structure.  These  developments 
continue  initiatives  initially  sponsored  by  groups 
such  as  the  Delaware  Division  of  the  American 
Cancer  Society  and  the  Board  of  Directors  of  the 
Wilmington  Medical  Center,  and  they  will  con- 
tribute to  the  achievement  of  our  goal,  which  is 
the  establishment  of  a Comprehensive  Cancer 
Center  for  the  State  of  Delaware. 

In  October,  1975,  Thomas  C.  Fedewa,  Ph.D., 
joined  our  staff  as  an  Associate  Director  of  the 
Network  for  Administration.  Dr.  Fedewa  served 
for  three  years  as  Drug  and  Alcohol  Program 
Services  Administrator  for  our  neighbors  in  Dela- 
ware County,  Pennsylvania. 

Robert  W.  Frelick,  M.D.,  accepted  appoint- 
ment as  Deputy  Director  of  the  Network  in  De- 
cember, 1975.  In  this  position,  he  continues  to 
be  responsible  for  the  Tumor  Control  Centers 
Program  as  well  as  functioning  as  Network  liai- 
son with  the  Association  of  Community  Cancer 
Centers. 

In  November,  1975,  Ruben  A.  Teixido,  M.D., 
accepted  appointment  as  Network  Assistant  Di- 
rector for  Tumor  Registry.  He  is  also  Associate 
Director  for  the  Network  Breast  Screening  Pro- 
ject. 

A table  of  organization  has  been  developed  for 
the  Network.  (Figure  1)  The  table  of  organiza- 
tion clearly  indicates  that  a number  of  Network 
activities  are  not  new  to  Delaware.  In  certain 
cases,  administrative  and  programmatic  respon- 
sibilities for  continuing  programs  have  been  as- 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*An  NCI-supported  agency  located  at  1200  Jefferson 


Leslie  W.  Whitney,  M.D. 

signed  to  the  Network,  eg,  Tumor  Registry, 
Breast  Screening,  etc.  Other  activities,  like  the 
Prototype  Network  Demonstration  Project  in 
Breast  Cancer,  are  nearing  their  first  year  of 
complete  implementation.  Anticipated  expansion 
includes  the  proposed  Research  Network.  This 
program  was  recently  reviewed  by  a group  of 
distinguished  peers  from  across  the  United  States 
who  were  assigned  to  Delaware  by  the  National 
Cancer  Institute. 

The  Network  By-Laws  were  approved  Janu- 
ary, 1976,  by  the  Network  Advisory  Board  and 
Executive  Committee.  The  Executive  Committee 
of  the  Network  meets  monthly  in  the  Board 
Room  of  the  Network’s  Jefferson  Street  offices. 
The  standing  committees  are  operational  and,  in 
some  cases,  are  being  re-structured  for  the  cur- 
rent year.  Fiscal,  personnel,  and  administrative 
management  systems  have  been  put  in  place. 

During  this  coming  year,  we  are  anticipating 
the  expansion  of  clinical  trial  activities  within 
the  Tumor  Control  Centers  Program.  We  are 
also  anticipating  that  the  Tumor  Registry  will 
become  more  useful  to  the  physicians  of  Dela- 
ware with  the  addition  of  an  output  capability 
from  our  Registry  computer  services.  Finally, 
we  are  hopeful  that  this  year  will  see  the  develop- 
ment of  a Research  Network.  Past  experience 
indicates  that  it  is  the  lack  of  a formalized  re- 
search program,  as  well  as  an  integrated  ad- 
ministrative structure,  which  has  prejudiced  Del- 
aware’s case  when  being  considered  for  Federal, 
State,  and  local  funding. 

Our  commitment  continues  to  be  to  integrated 
quality  cancer  prevention,  detection,  treatment, 
and  rehabilitation  services  for  Delawareans  in  a 
facility  which  is  as  close  as  their  local  hospital. 

( Please  turn  page  for  Figure  1 ) 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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THE 

BURNING 

NEED 


IN  ULCER  PAIN 


(oluminumand  magnesium  hydroxides  plus  simefhicone) 


High  potency  antacid/ 
effective  antiflatulent 


• Double  the  neutral  izing  capacity  of 
most  standard  antacids. 

• Effective  relief  of  concomitant  gas  distress. 

• Non-constipating. 

• Pleasant  tasting ..  .for  high  patient  acceptance. 
•Available  in  both  liquid  and  tablets 
for  convenience. 


STUART  PHARMACEUTICALS  I Wilmington,  DE  19897 
Division  of  tCI  United  States  Inc. 


^Predident't  <^acfe 


RECENT  FTC  RULING 


The  recent  Federal  Trade  Commission  ruling 
that  declares  that  the  Code  of  Ethics  of  the 
American  Medical  Association  which  bans  solici- 
tation of  patients  is  to  be  held  in  violation  of  the 
anti-trust  laws  promises  to  have  a considerable 
impact  on  the  practice  of  medicine.  To  most  of 
us,  advertising  one’s  services  in  an  attempt  to 
solicit  patients  smacks  of  a commercialism  that  is 
alien  to  our  learned  profession.  The  AMA  in 
decrying  hucksterism  has  challenged  in  court  the 
Federal  Trade  Commission  ruling.  There  are 
some  who  feel  that  this  challenge,  while  delaying 
the  implementation  of  the  ruling,  will  probably 
fail. 

As  a profession,  we  are  not  alone  in  being 
targets  for  anti-trust  action,  the  engineering  and 
legal  professions  having  already  received  similar 
rulings.  Related  to  this  FTC  ruling,  is  the  an- 
nounced intention  by  this  same  agency  to  investi- 
gate possible  domination  by  physicians  of  the 
various  Blue  Shield  plans  in  the  United  States. 
One  can  only  speculate  whether  or  not  this  ac- 
tion is  designed  to  harass  or  is  genuinely  felt  to 
be  in  the  public  interest.  Certainly  no  valid 
claim  can  be  made  here  in  Delaware  that  the 
medical  profession  dominates  either  of  the  Blue 
plans.  The  Federal  Trade  Commission  justifies 
these  actions  by  stating  that  advertising  would 
stimulate  competition  in  the  market  place,  and 
hence  lower  medical  costs.  This  claim  is  open 
to  serious  question,  for  while  the  profession  of 
medicine  is  a business  activity,  the  same  eco- 
nomic laws  that  apply  to  the  world  of  commerce 
and  industry  do  not  equally  apply  to  the  practice 
of  medicine.  The  medical  care  industry  is  not 
only  labor  intensive , but  it  functions  under  the 
principle  that  cost  is  not  a consideration  in  the 
delivery  of  the  best  care  to  the  sick  patient. 

Increasingly,  the  medical  profession  is  the  sub- 
ject of  news  media  comment,  much  of  it  deroga- 


tory and  unflattering.  In  some  respects,  we 
have  invited  some  of  this  criticism  by  our  in- 
attention to  good  public  relations  in  failing  to  j 
be  more  open  in  communication  with  the  public. 
And  I fear  we  have  failed  to  recognize  that  the 
consumerism  which  abounds  is  here  to  stay  and 
that  the  efforts  of  consumer  groups  have  been 
for  the  most  part  a much  needed  stimulus  in  the 
protection  of  the  interests  of  the  public.  It  ap-  i 
pears  to  this  writer  that  our  position  should  be 
one  of  cooperation  with  such  groups  if  their 
efforts  serve  the  citizens  well  and  providing  of  I 
course  that  such  cooperation  does  not  impair  our  j 
capabilities  to  serve  our  patients  in  the  best  pos- 
sible way. 

In  this  connection,  bearing  upon  the  FTC 
ruling  regarding  advertising,  is  the  attempt — 
mostly  unsuccessful — by  consumer  agencies  or 
groups  to  compile  physician  directories  to  fist  J 
the  qualifications  and  background  of  the  physi-  jj 
cians  who  practice  in  a given  locality.  In  the 
past  most  of  us  here  in  Delaware  have  been  less  ; 
than  enthusiastic  of  such  efforts.  Our  lack  of  j 
enthusiasm  is  myopic  in  that  we  have  overlooked  |j 
the  fact  that  purchasers  of  our  services  have  the  i 
right  to  know  more  than  the  fact  that  we  have  i 
been  licensed  by  the  state  as  physicians.  In  fact  j 
when  we  engage  a physician  for  our  families’  ■ 
needs  we  look  for  qualifications  other  than 
licensure.  We  cannot  expect  those  who  employ  j 
us  to  expect  less. 

In  my  opinion  we  would  serve  the  public  well 
in  cooperating  with  any  responsible  agency  or 
group  that  seeks  to  compile  and  make  available  j 
such  a registry  of  physicians  in  this  state.  After 
all,  we  have  nothing  to  hide. 
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!The  enactment  of  ERISA  (The  Employment  Re- 
tirement Income  Security  Act  of  1974)  incorpo- 
rates widespread  changes,  severe  penalties  for 
non-compliance  and  stringent  reporting  proce- 
idures  for  employers  with  Keogh  with  one  or 
more  employee  participants. 

To  ease  your  burden,  PRO  SERVICES  has 
developed  a comprehensive  assistance  program 
designed  to  get  you  through  the  maze  of  ERISA. 
As  a member  of  a participating  Society  in  the 
PRO  Master  Retirement  Plan  you  immediately 
qualify  for  a host  of  free  compliance  services. 

In  addition,  for  a modest  fee,  PRO  SERV- 
ICES will  assume  responsibility  for  completion 
of  all  time  consuming  but  required  Government 
forms  and  reports,  as  well  as  provide  partici- 


pants with  required  information,  annual  reviews 
and  communication  services. 

ERISA  is  a reality.  Keogh  plan  employers 
must  file  Plan  Descriptions  and  Summary  Plan 
Descriptions  on  or  before  May  30,  1976.  If  you 
want  help  in  meeting  that  deadline  and  ensuing 
ones  as  they  fall  due,  look  to  PRO  SERVICES 
for  assistance.  That’s  what  we’re  here  for. 

PRO  SERVICES 

1107  Bethlehem  Pike  • Flourtown,  PA  19031 

Free  booklet! 

Describes  ins  and  outs  of 
ERISA  as  it  applies  to 
Keogh.  Write  or  call  us 
for  your  free  copy. 


(215)  836-1300 


!^etter6  to  the  'Qditor 


To  the  Editor: 

Enclosed  is  a copy  of  a letter  sent  to  each 
member  of  the  Delaware  House  of  Representa- 
tives concerning  H.B.  757. 

I appreciate  the  Society’s  calling  my  attention 
to  this. 

F.  B.  Lane  Haines,  M.D. 

Good  Morning, 

This  is  in  reference  to  bill  H.B.  757,  which  is 
on  the  House  Floor  in  Dover  for  voting.  As 
you  know,  this  is  a drug  substitution  bill  which 
allows  the  pharmacist  to  substitute  one  drug  for 
another  equivalent  drug  product. 

The  pharmacist  doesn’t  even  have  to  tell  the 
patient  or  the  doctor  that  he  has  made  this  sub- 
stitution on  his  own. 

The  only  possible  advantage  of  such  legislation 
would  be  to  save  money  for  the  patient  by  sub- 
stituting a cheaper  product.  I believe  that  there 
is  no  room  in  ethical  medicine  for  a cheap  pro- 
duct; and  anyway,  there  is  no  guarantee  that  the 
pharmacist  will  not  charge  as  much  as  for  the 
quality  product. 

In  addition  to  this,  the  law  makes  me  respon- 


sible for  the  action  of  all  drugs  that  I prescribe. 
Under  this  bill,  I would  be  responsible  for  the 
drug  action  prescribed  by  the  pharmacist. 

This  is  an  unfair  and  unthoughtout  piece  of  ! 
legislation.  Please  vote  against  it.  The  Public 
Laws  Committee  and  the  Board  of  Trustees  oi 
the  Medical  Society  of  Delaware  oppose  it,  and 
I believe  any  person  who  really  thinks  about  it 
from  the  standpoint  of  ethical  and  safe  medicine 
will  oppose  it. 

I repeat,  it  is  my  desire,  as  a physician  of  35 
years  standing,  that  you  oppose  and  vote  against 
H.B.  757. 

Very  truly  yours, 

F.  B.  Lane  Haines,  M.D. 

Editor's  Note:  Thanks  to  the  efforts  of  Doctor 
Haines  and  other  thoughtful  and  involved  physicians 
H.B.  757  was  amended  in  the  House  of  Represen-  j 
tatives  to  retain  for  the  physician  the  choice  of  1 
whether  the  druggist  should  dispense  as  written  or  | 
be  allowed  to  substitute  a generic.  The  amended  I 
bill  also  provides  that  any  savings  realized  by  sub-  J 
stitution  must  be  passed  on  to  the  patient.  Efforts  i 
are  now  needed  to  secure  Senate  passage  of  the  ; 
amended  version.  Physicians  are  urged  to  contact  i| 
their  Senators  to  ask  for  their  affirmative  vote  for 
H.B.  757  with  H.A.  3 and  4. 
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SPONTANEOUS  PNEUMOTHORAX 


AS  A COMPLICATION  OF 
METASTATIC  SARCOMA 
A Report  of  Three  Cases 


Spontaneous  pneumothorax  from  metastatic 
sarcoma  to  the  lung  is  rare.  De  Barrin  was 
the  first  to  report  its  occurrence  in  1937.1  Forty- 
nine  instances  of  pneumothorax  resulting  from 
malignant  pulmonary  metastases  have  since  been 
recorded,  the  majority  originating  from  osteo- 
ji  genic  sarcoma  and  a few  secondary  to  Wilm’s 
j tumor  and  Ewing’s  tumor.  We  wish  to  describe 
three  additional  such  cases,  two  arising  from 
[ osteogenic  sarcoma  and  one  from  a malignant 
mesenchymoma. 

Case  No.  1 

The  patient,  a fourteen-year-old  boy,  was  first 
seen  at  the  Wilmington  Medical  Center  on  Novem- 
ber 9,  1973,  with  the  chief  complaint  being  pain 
and  swelling  in  his  left  leg.  There  was  no  history 
j of  trauma.  For  one  and  a half  months  prior  to  ad- 
mission, he  had  noticed  pain  in  his  leg  near  the  knee. 
Two  weeks  prior  to  admission,  pain  became  more 
severe  and  swelling  developed.  Roentgenograms  re- 
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vealed  periosteal  reaction  and  some  trabecular  dis- 
tortion at  the  proximal  portion  of  the  tibia,  suggest- 
ing a malignant  process,  probably  osteogenic  sar- 
coma. (Figure  1) 

His  medical  history  included  only  the  usual  child- 
hood diseases;  no  chronic  respiratory  disease  such  as 
asthma  had  occurred. 

Physical  examination  of  the  left  leg  revealed  a 
swelling  about  two  inches  by  one  inch  situated  over 
the  lateral  aspect  of  the  left  tibial  tuberosity.  This 
was  tender,  firm,  not  mobile  and  did  not  transil- 
luminate.  Chest  x-ray  on  admission  revealed  no 
abnormalities.  The  physical  examination  was  other- 
wise normal. 

Biopsy  of  the  swelling  was  reported  as  a parosteal 
osteogenic  sarcoma.  Subsequently  he  underwent  a 
left,  above-the-knee  amputation  with  immediate  post- 
surgical  prosthetic  fitting.  He  had  a pylon  pros- 
thesis. He  was  taught  how  to  walk  and  bear  weight, 
and  was  doing  satisfactorily.  On  the  8th  of  Decem- 
ber, 15  days  after  surgery,  he  developed  a left 
pneumothorax  and  a chest  tube  was  inserted  and 
the  lung  re-expanded. 

Recurrent  pneumothorax,  this  time  bilateral  and 
approximately  10%  (Figure  2)  developed  in  January 
during  convalescent  physiotherapy,  and  he  was  re- 
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FIGURE  I 


FIGURE  2 


Case  I.  Periosteal  reaction  and  indistinct  trabecu- 
lae of  proximal  portion  at  left  tibia  laterally 
( arrows) . 


admitted  for  observation.  A chest  x-ray  failed  to 
demonstrate  any  evidence  of  metastases.  The  pneu- 
mothoraces resolved  after  one  week,  and  he  was 
discharged. 

Although  he  was  asymptomatic,  repeat  chest  x-ray 
obtained  in  early  April,  1974,  revealed  metastatic 
nodules.  Chemotherapy  with  actinomycin,  vincris- 
tine, and  prednisolone  was  initiated.  In  May  he 
developed  dyspnea  and  was  readmitted.  Chest  x-ray 
revealed  bilateral  pneumothoraces  and  metastatic 
nodules.  (Figure  3)  Clinical  deterioration  was  then 
relentless,  and  he  expired  in  June.  No  autopsy  was 
performed. 

Case  No.  2 

The  patient,  a 17-year-old  white  male,  had  had 
pain  and  swelling  of  his  right  knee  of  about  six 
months’  duration.  He  had  a history  of  a football 
injury  to  that  knee  approximately  18  months  prior 
to  admission.  On  March  24,  1963,  a roentgenogram 
of  the  right  knee  revealed  a destructive  lesion  of 
the  proximal  portion  of  the  right  tibia  medially  that 
suggested  malignancy.  (Figure  4)  Physical  examin- 
ation was  normal  except  for  a slightly  tender,  firm, 
swollen  area  over  the  medial  aspect  of  the  right 
knee.  The  chest  x-ray  on  admission  was  normal. 

Biopsy  of  the  tibial  lesion  revealed  osteogenic 
sarcoma.  Prior  to  amputation  he  received  external 
irradiation  of  2000  rads,  using  parallel  opposing 
fields.  Above-the-knee  amputation  of  the  right  leg 
was  performed  in  April  1963. 


Case  1.  Bilateral  pneumothorax.  Apex  of  each 
lung  at  level  of  fourth  rib  posteriorly  (arrow). 


He  did  well  until  January  1964,  at  which  time  a 
chest  x-ray  revealed  multiple  pulmonary  metastases. 
(Figure  5)  He  was  totally  asymptomatic,  however, 
and  there  were  no  abnormal  physical  findings.  He 
was  started  on  chemotherapy  with  methoete  (Metho- 
trexate— Lederle) , cyclophosphamide  (Cytoxan — 

Mead  Johnson),  vincristine  (Oncovin — Lilly),  and 
actinomycin-D. 

In  early  September  1964,  he  was  readmitted  with 
dyspnea,  cough,  and  tachycardia.  Chest  x-ray  re- 
vealed tension  pneumothorax  on  the  right  side. 
(Figure  6)  A chest  tube  was  inserted,  and  he  im- 
proved. External  radiation  therapy  was  adminis- 
tered for  palliation  of  a lumbar  metastatic  lesion. 
At  the  time  of  discharge,  he  had  a 30%  right  pneu- 
mothorax. 

In  October  1964,  he  was  again  admitted  for  pallia- 
tive external  radiation  therapy  of  his  right  stump, 
the  lesion  of  which  had  increased  in  size  three  to 
four  times  over  the  past  three  weeks  and  was  pain- 
ful. A chest  x-ray  revealed  enlarged  metastatic 
nodules  throughout  both  lung  fields  and  pneumo- 
thorax on  the  right  side. 

In  November  he  was  again  admitted  to  the  hospital 
because  of  severe  dyspnea,  cough,  restlessness,  and 
tachycardia  and  generalized  deterioration;  he  ex- 
pired the  day  after  admission. 

Postmortem  examination  revealed  bilateral  pneu- 
mothoraces and  pleural  effusions  with  considerable 
collapse  of  the  lungs.  No  bronchopleural  fistulae 
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FIGURE  3 


Case  1.  Bilateral  pneumothorax  and  metastatic 
nodules. 


were  demonstrated.  There  were  numerous  deposits 
of  firm  grayish  tumor  with  the  peripheral  regions 
of  the  lungs  and  on  the  pleural  surfaces.  In  addi- 
tion tumor  deposits  were  noted  in  the  adrenals  and 
lumbar  vertebrae. 


Case  No.  3 

This  34-year-old  white  male  had  a soft  tissue 
mass  approximately  two  inches  in  diameter  on  the 
left  subscapular  area.  This  mass  was  removed  on 
August  27,  1972,  revealing  a malignant  mesen- 
chymoma of  the  erector  spinus  muscle.  Therefore 
he  underwent  radical  excision  of  residual  tumor 
September  11,  1972.  Pre-operative  chest  x-ray  was 
normal,  and  at  the  time  of  surgery  there  was  no 
evidence  of  distant  metastases.  The  postoperative 
course  was  satisfactory,  and  he  was  discharged  in 
good  condition. 

As  an  outpatient  he  received  a postoperative 
course  of  external  irradiation,  to  a total  of  6000 
rads  tumor  dose  over  a period  of  five  weeks,  using 
wedge  technique,  utilizing  the  cobalt-60  beam.  Ad- 
juvant chemotherapy,  with  vincristine  and  Leukeran 
( Burroughs  Wellcome)  was  started.  Because  of  in- 
creasing pain  in  his  surgical  scar,  excisional  biopsy 
of  the  scar  was  performed  in  January  1974,  reveal- 
ing no  identifiable  tumor  tissue. 

In  October  1974,  two  years  after  surgery,  he  had 
an  episode  of  pain  of  his  right  chest  and  was  read- 
mitted to  the  hospital.  The  chest  x-ray  revealed  an 
approximate  40%  pneumothorax  of  the  right  side. 
(Figure  7)  A right  chest  tube  was  inserted,  the 
right  lung  was  completely  expanded,  and  he  was 
discharged.  Recurrent  pneumothorax,  10-20%,  oc- 
curred later  that  month  for  which  he  was  conserva- 
tively treated. 


FIGURE  4 


Case  2.  Mixed  productive  and  lytic  process  involving  posterio-medial  aspect  of  proximal  right  tibial  meta- 
physis.  The  cortex  is  interrupted. 

(a)  A-P  projection  (b)  Lateral  projection 
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FIGURE  5 


FIGURE  6 


In  January  1975,  he  experienced  recurrent  pneu- 
I mothorax,  80-85%,  on  the  right  side.  Because  it 
| was  thought  that  he  might  have  metastatic  tumor, 

I right  posterior  thoracotomy  was  performed.  A small 
; bleeding  tumor  mass  was  found  in  the  superior  seg- 
ment of  the  right  lower  lobe,  and  there  was  a bron- 
| chopleural,  fistula.  The  pathology  report  was  meta- 
i static  mesenchymoma  involving  lung  and  pleura. 

At  the  end  of  March,  1975,  a small  nodule  of  his 
left  forearm  was  noted.  The  lesion  was  biopsied 
■ and  revealed  metastatic  mesenchymoma.  Palliative 
[l  external  irradiation  was  given,  and  treatment  was 
I begun  with  Adrimycin  ( Adria ).  In  May  1975  he 
developed  toxicity  (mucositis,  thrombocytopenia) 
from  Adriamycin ; however,  he  is  somewhat  improved 
! at  the  present  time. 

Discussion 

In  Patient  One,  the  lungs  were  normal  roent- 
[ genographically  at  the  time  of  amputation,  but 
two  weeks  later  a unilateral  pneumothorax  with- 
out nodular  lesions  was  seen.  Two  months  later, 
there  was  bilateral  pneumothorax  still  without 
detectable  nodular  densities.  (Figure  2)  Ap- 
proximately five  months  later,  chest  x-rays  re- 
vealed multiple  metastatic  nodules  and  pneu- 
mothorax, and  he  expired  eight  months  later. 

In  Patient  Two,  the  chest  x-ray  on  admission 
was  normal,  but  ten  months  later  multiple  pul- 
monary metastases  were  seen  on  chest  x-ray 


without  pneumothorax.  (Figure  5)  He  was 
apparently  asymptomatic,  and  there  were  no 
abnormal  physical  findings.  Unilateral  pneu- 
mothorax occurred  one  and  a half  years  from 
the  date  of  surgery.  One  month  after  unilateral 
pneumothorax,  multiple  metastatic  nodules  and 
bilateral  pneumothorax  were  seen.  (Figure  6) 
He  deteriorated  progressively  and  expired  20 
months  from  the  date  of  surgery.  Autopsy  re- 
vealed almost  all  the  tumor  nodules  to  be  de- 
posited at  the  periphery  of  the  lung  parenchyma, 
close  to  the  pleural  surface. 

In  Patient  Three,  the  chest  x-ray  on  the  first 
admission  was  normal,  but  approximately  two 
years  later  unilateral  pneumothorax  occurred 
without  demonstrable  nodular  metastases  by 
x-ray.  (Figure  7)  Owing  to  recurrent  unilateral 
pneumothorax,  he  underwent  exploratory  thorac- 
otomy, which  revealed  a small  metastatic  nodule. 
Bleeding  and  bronchopleural  fistula  from  that 
nodular  lesion  were  detected  by  the  surgeon. 

It  is  well  known  that  metastatic  nodules  may 
appear  in  the  lung  without  the  development  of 
symptoms  and  with  negative  physical  findings.2-4 
Somewhat  less  well  known,  and  well  demon- 
strated by  Patients  One  and  Three,  is  that  pneu- 
mothorax may  occur  as  the  first  sign  of  pulmon- 
ary involvement  by  metastases  in  patients  with 
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FIGURE  7 


Case  3.  Right  pneumothorax.  Apex  of  lung  is  superimposed  over  posterior  right  fifth  rib  interspace 
( arrow) . 


a known  primary  sarcoma,  even  though  no  nodu- 
lar densities  are  apparent  on  chest  roentgeno- 
graphs. Spontaneous  pneumothorax  may  occur 
in  association  with  primary  bronchogenic  carci- 
noma, especially  in  later  stages,  when  there  is 
secondary  tissue  necrosis.5 

The  possible  mechanisms  producing  pneumo- 
thorax have  been  discussed  by  previous  investi- 
gators, and  there  are  several  possible  explan- 
ations. The  most  likely  explanation  is  that  the 
pneumothorax  is  caused  by  a bronchopleural 
fistula  following  necrosis  of  a subpleural  nod- 
ule.08 Another  mechanism  which  may  explain 
such  spontaneous  pneumothorax  is  that  the  me- 
tastatic nodules  may  produce  bronchiolar  ob- 
struction which  results  in  alveolar  ectasia  and 
interstitial  emphysema,  which  in  turn  cause  air 
to  travel  by  way  of  perivascular  connective  tis- 
sue spaces  toward  the  mediastinum  or  to  the 
pleural  space.9 10 

Summary 

Spontaneous  pneumothorax  has  been  previ- 
ously described,  albeit  rarely,  in  association  with 
pulmonary  metastases  from  sarcoma.  We  are 
reporting  three  additional  cases.  Two  of  our 
three  cases  developed  pneumothorax  as  the  first 


sign  of  metastatic  involvement  of  the  lungs  with 
osteogenic  sarcoma. 

The  exact  mechanism  of  the  pneumothorax 
formation  is  not  clear,  but  the  weight  of  evidence 
suggests  that  most  episodes  are  due  to  necrosis 
of  tumor  nodules,  which  produces  bronchopleural 
fistula. 
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AN  EVALUATION  OF  SURGERY  FOR 
ARTHRITIS  OF  THE  KNEE 


Anatomy  and  Function  of  the  Knee 

The  normal  knee  joint  is  a polycentric  joint 
with  a range  of  motion  from  5°  of  hyperextension 
to  about  140°  of  flexion.  It  has  10  to  15°  of  axial 
rotation.  Its  constant  centers  of  rotation  describe 
an  inverted  U-shaped  course  around  the  posterior 
half  of  the  femoral  condyle.  It  is  a subcutaneous 
joint  and  depends  on  the  quadriceps  muscle  for 
full  function  and  on  its  ligaments  for  stability. 

Types  of  Knee  Surgery 

The  main  types  of  surgery  in  gonarthropathy 
are  proximal  tibial  osteotomy,  synovectomy,  joint 
I debridement,  patellectomy,  loose  body  removal, 
various  arthroplasties,  arthrodesis,  and  special 
forms  of  arthroplasty  which  include  total  knee 
replacement.  Indications  for  surgery  are:  per- 
sistent pain,  deformity,  instability,  and  loss  of 
motion,  in  varying  degrees  of  combination.  In 
many  patients,  not  all  abnormalities  can  be  re- 
versed and  compromises  have  to  be  made,  es- 
! pecially  when  there  is  a severe  degree  of  insta- 
‘ bility  and  incomplete  extension  of  the  quadriceps 
i muscle. 

Proximal  Tibial  Osteotomy 

Proximal  tibial  wedge  osteotomy,  which  is 
usually  combined  with  removal  of  the  fibular 
head,  is  still  the  time-tested  surgical  manage- 
! ment  of  flexion  deformity  in  the  arthritic  knee. 

The  ideal  patient  for  osteotomy  has  only  10° 
of  varus  deformity  and  no  subluxation.  Proxi- 
mal tibial  osteotomy  is  not  indicated  with  a flex- 
ion deformity  of  more  than  15°  or  when  there 
is  subluxation  of  the  tibia  on  the  femur  with  a 
high  degree  of  varus  or  valgus  deformity  com- 
bined with  degenerative  changes.  An  osteotomy 
performed  in  spite  of  advanced  subluxation  and 

Dr.  Leichtentritt  is  Assistant  Clinical  Professor,  Albert  Einstein 
! College  of  Medicine,  New  York. 


Adapted  from  a presentation  at  the  annual  meeting  of  the 
Eastern  Section  of  the  American  Academy  of  Physical  Medicine 
and  Rehabilitation. 


Kurt  G.  Leichtentritt,  M.D. 


severe  degree  of  varus  deformity  will  give  only 
a poor  result. 

Synovectomy 

The  indications  for  synovectomy  in  rheuma- 
toid arthritis  are  one  or  more  of  the  following: 

1.  Six  months  of  unsuccessful  medical  treatment 

2.  Persistent  pain 

3.  Intermittent  or  constant  joint  effusion 

4.  Clinically  palpable  swollen  synovial  mem- 
branes 

5.  Appearance  or  persistence  of  mild  knee  joint 
flexion,  varus  or  valgus  deformity 

6.  Early  radiological  evidence  of  joint  involve- 
ment with  minimal  erosions 

Enthusiasm  for  synovectomy  has  waxed  and 
waned,  as  on  the  average  within  two  to  two  and 
a half  years  after  synovectomy  the  synovium  will 
have  regenerated  and  synovitis  recurred,  which 
is  especially  regrettable  inasmuch  as  Mitchell 
and  Shepard  have  reported  electron  microscopic 
studies  showing  reversion  of  the  articular  carti- 
lage to  normal  after  synovectomy  but  before  re- 
generation of  the  synovium.1 

The  results  three  months  after  surgery  in  52 
synovectomies  were  reported  by  the  Department 
of  Orthopedic  Surgery  and  Rheumatology,  Hotel- 
Dieu-Hospital,  in  Montreal.  Even  at  this  early 
stage,  about  one  out  of  four  synovectomies  gave 
an  unsatisfactory  or  poor  result. 

Dr.  Carroll  A.  Laurin  and  his  coworkers  com- 
pared the  end  results  of  synovectomy  with  the 
severity  of  the  disease  process  at  the  time  of 
surgery  and  found  all  the  poor  results  in  the 
advanced  cases  of  joint  involvement.  As  men- 
tioned, the  patients  with  good  and  excellent  re- 
sults remained  free  of  pain  for  an  average  of 
two  and  a half  years. 

Other  Types  of  Surgery 

Loose  body  removal,  joint  debridement,  and 
patellectomy  have  been  almost  completely  aban- 
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doned  as  separate  procedures.  They  are  com- 
bined, if  required,  with  synovectomies  or  the 
various  arthroplasties.  Instead  of  patellectomy, 
the  surgeon  now  performs  the  later-to-be-de- 
scribed restoration  of  a painless  patellofemoral 
interface.  Joint  debridement  consisting  of  re- 
moval of  peripheral  osteophytes  usually  does  not 
lessen  the  patient’s  discomfort. 

Arthroplasty 

Arthroplasty  is  the  replacement  or  reshaping 
of  the  bone  ends  in  a joint;  it  may  include  utili- 
zation of  a hinged  prosthesis.  The  first  step  in 
surgical  correction  of  the  arthritic  knee  was  the 
Macintosh  (from  Toronto)  tibial  plateau  hemi- 
arthroplasty prosthesis. 

In  an  article  published  in  1972  in  the  Journal 
of  Bone  and  Joint  Surgery,  Potter,  Waifeld,  and 
Thomas  of  Harvard  Medical  School  in  Boston, 
Massachusetts  gave  a follow-up  study  for  the 
Macintosh  and  the  similar  McKeever  prostheses 
and  reported  good  results  in  62%  of  their  cases 
during  a period  of  about  four  and  three-quarter 
years.2  Pain  and  instability  occurred  in  about 
38%  of  their  cases  because  of  bone  resorption 
and  movement  of  the  device. 

Dr.  William  N.  Jones  of  Harvard  introduced 
the  MGH  (for  Massachusetts  General  Hospital) 
knee  mold,  which  is  hollow  and  has  a small  pos- 
terior dome  to  provide  the  effect  of  the  posterior 
portion  of  the  femoral  condyles,  especially  on 
knee  flexion.  Dr.  Jones  reports  an  immediate 
good  result  in  only  50%  of  his  knee  arthroplas- 
ties. 

When  arthroplasty,  especially  total  knee  joint 
replacement,  has  failed,  in  most  cases  failure  has 
been  due  to  infection,  but  it  may  also  be  due  to 
inadequate  muscle  function  or  because  arthro- 
plasty was  contraindicated,  as  in  excessive  obes- 
ity or  with  excessive  osteoporosis. 

Total  Knee  Replacements 

In  1951  Dr.  Borge  Walldius  of  Stockholm, 
Sweden,  introduced  a Vitallium  molded  hinge 
joint  for  total  knee  replacement,  which  he  used 
primarily  in  flexion  contractures  and  in  valgus 
and  varus  deformities  of  more  than  20°.  A num- 
ber of  early  failures  resulted  from  infection  which 
occurred  with  an  incidence  up  to  10%. 
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Dr.  Walldius  reports  good  results  in  84%  of 
his  patients  even  12  years  after  surgery:  The 
knees  are  stable,  without  pain,  and  endure  weight 
bearing  on  walking.  Complications,  consisting 
mainly  of  infection  and  loosening  of  the  pros- 
thesis, have  been  numerous,  and  some  of  them 
! serious.  When  this  cobalt-chrome  prosthesis, 
which  articulates  with  cobalt-ohrome,  is  run 
under  load,  wear  particles  and  also  cobalt  and 
; chromium  in  solution  are  produced  which  can 
»|  sensitize  the  patient’s  tissue,  resulting  in  bone 
! necrosis  adjacent  to  and  loosening  of  the  pros- 
j thesis.  Darkened  tissue  adjacent  to  a hinged 
I knee  prosthesis  is  due  to  cobalt  and  chromium 
particulate  debris.  In  the  rat  particulate  debris 
J has  been  shown  to  be  carcinogenic. 

Dr.  F.  H.  Gunston  at  the  Wrightington  Center 
for  Hip  Surgery  in  England  in  the  late  1960’s 
designed  a polycentric  knee  arthroplasty  that 
permits  some  axial  rotation  and  consists  of  two 
narrow  cobalt-chrome  hemispherical  rollers, 
which  are  inserted  into  the  femoral  condyles  and 
; which  articulate  with  polyethylene  channels  in- 
serted into  the  tibia. 


Seventy-five  percent  of  Gunston’s  patients  no- 
ticed an  improvement  in  their  ability  to  walk 
postoperatively,  and  75%  were  free  of  the  pain; 
but  there  was  no  real  change  in  the  range  of 
motion  in  the  knee  from  the  pre-to-postoperative 
status.  In  addition,  in  many  patients  anterior 
pain  persisted  in  the  knee  joint. 

The  indications  and  requirements  for  non- 
hinged  total  knee  arthroplasty  are:  disabling 
pain,  good  bony  structure  with  ligamentous  sta- 
bility, and  medial  and/or  lateral  knee  compart- 
ment changes.  A competent  extensor  mechanism 
is  a requirement.  Fixation  is  by  means  of  methyl 
methacrylate  and  the  cruciate  ligaments  are  pre- 
served. 

In  May  1971  the  geometric  prosthesis  was 
introduced  at  the  Mayo  Clinic  by  a team  headed 
by  Dr.  M.  B.  Coventry.3  This  is  a one-piece 
cobalt-chrome  femoral  component  which  articu- 
lates with  a one-piece,  high-density  polyethylene 
tibial  component.  The  geometric  knee  has  great 
inherent  stability  and  depends  less  on  ligament- 
ous stability,  although  the  cruciate  ligaments  and 
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most  intercondylar  tissue  are  preserved.  Many 
different  knee  prostheses  have  been  introduced 
by  different  orthopedists,  such  as  the  Freeman- 
Swanson  knee  prosthesis,  the  total  condylar  knee 
prosthesis,  the  compartmental  total  knee,  the 
offset  hinge  total  knee,  the  Townley  anatomic 
knee  prosthesis,  the  spherocentric  knee,  and  the 
Stanmore  total  knee  replacement. 


With  our  present  methods  of  prosthetic  fixa- 
tion, all  hinged  prostheses  eventually  loosen, 
most  of  the  time  without  causing  pain,  and  there- 
fore at  this  time  one  cannot  fully  endorse  their 
widespread  use.  Their  great  advantage  is  their 
value  in  an  extremely  unstable  knee,  and  I be- 
lieve that  eventually  a modification  of  a hinged 
joint  knee  prosthesis  will  probably  be  superior  to 
other  arthroplasties. 


A plaster  cast  is  usually  applied  after  surgery  j 
for  about  ten  days.  The  sutures  are  removed  in 
two  to  three  weeks.  One  point  of  great  import- 
ance in  total  knee  replacement  is  that  if  signifi- 
cant foot,  ankle,  and  upper  limb  problems  exist 
concomitantly,  most  patients  will  still  be  signifi- 
cantly disabled  after  knee  replacement.  Lack 
of  muscle  power  may  also  render  the  patient 
unable  to  make  full  active  use  of  the  prosthesis. 
The  postoperative  infection  rate  is  now  fortun- 
ately low,  about  2%.  Antibiotics  are  usually 
given  preoperatively  and  for  several  days  post- 
operatively.  Marginal  skin  slough  at  the  incision 
site  is  a rare  complication. 

Thromboembolism  has  been  rare  in  knee  re- 
placement surgery,  and  prophylactic  anticoagu- 
lation is  usually  not  indicated.  Other  complica- 
tions are  due  to  the  immediate  toxic  effects  of  * 
methyl  methacrylate,  to  the  wear  and  friction  of  1 
the  prosthetic  material,  and  to  loosening  of  the 
prosthesis  as  the  methyl  methacrylate  becomes  " 
brittle  and  fractures  with  time.  In  contradis-  1 
tinction  to  the  total  hip  prosthesis  where  debris  8 
will  fall  away  from  the  joint,  all  debris  in  knee 
operations  unfortunately  accumulates  in  the  knee 
joint  itself. 


As  to  the  rehabilitation  of  the  patient  after 
knee  surgery,  especially  after  total  knee  replace- 
ment, no  steadfast  rule  has  yet  been  established. 
Every  case  has  to  be  considered  on  its  own 
merits.  Most  centers  recommend  very  early  re- 
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habilitation  with  full  weight  bearing  after  four 
to  six  days.  Some  patients  are  able  to  mobilize 
the  prosthetic  knee  to  90°  flexion  in  a few  days, 
while  others  may  take  a few  weeks.  I believe 
that  it  is  probably  advisable  to  refrain  from  pas- 
sive knee  flexion  until  comfortable  active  control 
of  the  knee  is  achieved  by  the  patient  in  the 
supine  position.  Progression  of  rehabilitation 
efforts  should  be  individualized  according  to 
local  pain  and  swelling  in  the  replaced  joint, 
also  taking  into  consideration  disability  in  other 
joints  and  the  motivation  and  self-confidence  of 
the  patient. 


One  fact  seems  to  become  evident  as  we  are 
gaining  more  experience  with  total  knee  replace- 
ment: if  things  are  right,  they  are  right  shortly 
after  surgery,  and  if  things  go  wrong,  they  also 
go  wrong  shortly  after  surgery.  The  best  modal- 
ity for  increasing  the  quadriceps  muscle  strength 
after  total  knee  arthroplasty  is  still  by  means  of 
a weighted  boot  with  performance  of  progressive 
resistive  exercises  in  the  sitting  position.  If  less 
than  90%  of  flexion  persists  for  one  or  two 
j months,  some  centers  recommend  manipulation 
of  the  replaced  knee  joint  by  the  physical 
l therapist,  but  this  is  not  without  the  danger  of 
I breakage  and  loosening  of  the  prosthesis.  On 
the  other  hand,  many  cases  are  being  reported 
with  continued  improvement  in  the  motion  in  the 
replaced  knee  joint  for  up  to  two  years  following 
surgery,  this  improvement  occurring  completely 
without  manipulation. 


Summary 


At  this  stage  of  the  surgery  for  arthritis  of  the 
i knee  we  are  still  probing  for  the  correct  answers 
to  such  basic  questions  as  on  whom  should  we 
operate  and  when;  what  prosthesis  should  be 
i used  if  any,  and  what  may  go  wrong.  The  most 
important  questions  for  the  future  are  to  deter- 
mine if  the  relief  of  pain  and  instability  and  in- 
crease in  range  of  motion  achieved  by  surgery 
will  be  long  lasting  and  whether  we  can  improve 
our  present  results  with  respect  to  those  factors. 
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“CHILLING  WINDS  OF  CHANGES  . . 

“Chilling  winds  of  changes  are  blowing  down 
the  corridors  (of  our  hospitals),  creating  a 
mood  of  pessimism  and  frustration  among  the 
medical  staff  and  board  of  trustees.  The  cause 
is  the  proliferating  number  of  individuals  and 
agencies  expressing  interest  in  making  judg- 
ments on  how  we  provide  care  . . . These  folks 
enter  with  guns  in  hand,  which  doesn’t  make 
for  relaxed  dialogue.  Such  groups  as  the  Joint 
Commission  on  Accreditation  of  Hospitals 
(JCAH)  and  the  Professional  Standards  Review 
Organization  (PSRO)  . . . state  their  desire  to 
‘help’  the  hospital  provide  (I  hate  the  term 
‘deliver’)  quality  care.  The  catch  is  the  threat 
of  some  form  of  sanction  if  their  particular  con- 
cept of  quality  does  not  coincide  with  ours. 
Thus,  the  question  being  asked  at  our  committee 
meetings  is  changing  from  ‘What  do  we  think 
is  best  for  the  (patients)?’  to  ‘What  do  we  think 
THEY  want  us  to  do?’  ”* 

These  eloquent  remarks  by  Dr.  Abraham  Berg- 
man from  the  University  of  Washington,  recently 
published  in  the  September  1975  issue  of  Pedi- 
atrics, aptly  express  the  opinions  of  many  of  us 
who  have  been  involved  in  peer  review  over  the 
years. 

Some  of  his  thoughts  have  been  briefly  ab- 
stracted because  I think  his  commentary  is  man- 
datory reading  for  anyone  interested  in  the  future 
of  medicine  here  in  the  USA. 

The  JCAH  recommends  the  establishment  of 
quality  standards  of  care  for  different  diseases 
followed  by  a review  of  charts  in  order  to  demon- 
strate that  those  standards  are  being  met.  This 
means  that  more  doctors  must  spend  many  more 
hours  perusing  documents.  Alternatively,  hos- 
pitals may  send  charts  to  an  auditing  company 
(at  a cost  of  55  cents  per  chart)  for  which  they 
receive  in  return  a printout  comparing  length  of 
stay  for  specific  diseases  in  their  hospitals  with 
those  of  other  institutions  in  the  nation. 


“All  this  auditing  does  have  some  benefits. 
Numerous  jobs  are  created.  A host  of  expensive 
consultants  are  flitting  about  the  country  instruct- 
ing hospitals  on  how  to  be  in  compliance  with 
complex,  but  yet  to  be  promulgated,  rules. 
Equally  well  paid  inspectors  check  for  compli- 
ance. ...  It  is  not,  after  all,  the  actual  care 
of  patients  that  is  being  monitored.  The  regula- 
tors don’t  go  on  ward  rounds  or  attend  autopsies. 
Rather  they  review  the  minutes  of  meetings  that 
review  computer  printouts  that  are  derived  from 
abstracted  information  that  someone  chooses  to 
write  in  a medical  records,”  Dr.  Bergman  says. 

“This  process  begs  several  crucial  questions. 
The  most  basic  one  is  how  to  assess  the  quality 
of  medical  care.  Suffice  it  to  say  that  despite  the 
labors  of  many  qualified  investigators,  the  state 
of  the  art  is  still  in  its  infancy.  All  too  often, 
effort  variables  (eg,  hospital  days,  money  spent, 
or  number  of  committee  meetings)  are  substi- 
tuted for  effect  variables  (eg,  reduction  of  the 
five  D’s,  death,  disease,  disability,  discomfort, 
and  dissatisfaction)2,”  he  adds. 

“Peer  review  can  improve  the  quality  of  care, 
if  honestly  designed  for  that  purpose,  but  it  re- 
quires ‘biting  the  bullet.’  Rather  than  engaging 
in  a lot  of  make-work  paper  audits  and  com- 
mittee meetings,  medical  staffs  should  deal  forth- 
rightly with  the  handful  of  gougers  and  incom- 
petents who  are  usually  well  known  in  each  com- 
munity. When  will  we  physicians  start  drawing 
the  line  on  indiscriminate  T&A’s,  allergy  skin 
testing,  bladder  neck  surgery,  and  operations  to 
‘correct’  flat  feet? 

“The  greatest  inducement  towards  improving 
the  quality  of  care  and  cutting  costs  would  come 
about  by  reforming  the  procedure-oriented  fee 
structures  of  medicine.  Much  is  wrong  when  I am 
paid  more  for  taking  ten  minutes  to  repair  a 
laceration  than  for  spending  40  minutes  counsel- 
ing the  parents  of  a child  with  a school-phobia, 
Laboratories,  radiology  departments,  and  phar- 
macies are  operating  at  a feverish  pitch  with 
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few  questions  asked  about  which  tests,  x-rays, 
or  drugs  truly  improve  care. 

“It’s  tough,  but  we  have  to  read  the  signals 
on  our  own  road  instead  of  looking  over  our 
shoulders.  If  we  can  make  a strong  enough 
case  that  our  sincere  interest  is  in  improving 
the  health  of  the  patients  we  serve,  in  the  end 
common  sense  must  prevail.”1 

Dr.  Bergman  has  expressed  the  opinions  of 
many  of  us. 

D.A.L. 
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MAXIMUM  ALLOWABLE  COST  (MAC): 
ANOTHER  UNWARRANTED  CONTROL? 

The  latest  government  incursion  into  the  prac- 
tice of  medicine  is  something  called  MAC,  which 
means  Maximum  Allowable  Cost.  The  purpose 


of  MAC  is  to  set  upper  cost  limits  for  certain 
drugs  used  in  Medicaid,  Medicare,  and  other 
federal  health  care  programs.  There  is  much 
to  commend  cost  control  and  cost  awareness, 
but  MAC  may  in  actuality  be  merely  a quality/ 
cost  trade-off  which  will  itself  be  costly  to  ad- 
minister. 

MAC,  which  is  due  to  become  effective  in 
April,  will  set  price  ceilings  for  certain  multiple 
source  drugs  which  are:  1)  bioequivalent,  and 
2)  “generally  available.”  Neither  requirement 
has  yet  been  precisely  defined,  and  considerable 
controversy  surrounds  the  actual  clinical  inter- 
changeability of  many  drug  products  of  the  same 
generic  name  but  from  different  manufacturers. 

The  full  implications  for  medical  practice  have 
not  thus  far  been  addressed  in  the  federal  regu- 
lations. As  mentioned  above,  MAC  is  a qual- 
ity/cost trade-off,  and  the  trade-off  may  reduce 
supporting  services  which  physicians  and  phar- 
macists now  enjoy,  and  which  contribute  to  qual- 
ity medical  care.  For  example,  the  pharmacist’s 


The  7th  INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND  PSYCHO- 
SOMATIC MEDICINE  will  meet  in  Philadelphia  at  the  Marriott  Hotel  from 
July  1 through  July  3,  1976.  The  International  Congress  will  be  the  cen- 
tral conference  in  a series  of  three  consecutive  bicentennial  meetings 
sponsored  by  the  University  of  Pennsylvania  and  the  Institute  of  Penn- 
sylvania Hospital  from  June  29  through  July  4,  1976.  Preceding  the 
International  Congress,  the  Society  for  Clinical  and  Experimental  Hyp- 
nosis will  hold  its  28th  Annual  Scientific  Program  and  Workshops;  a 
Special  Scientific  Meeting  of  the  American  Society  of  Clinical  Hypnosis 
will  follow  the  Congress  on  July  4,  1976. 

In  conjunction  with  the  meetings,  twelve  separate  workshops  will  be 
offered  by  a distinguished  faculty  from  June  26-29.  Participants  are 
limited  to  physicians,  psychologists,  and  dentists.  Workshops  in  the 
use  of  hypnosis  in  medicine,  psychotherapy,  dentistry,  and  research  will 
be  offered.  Further,  special  workshops  will  be  offered  in  the  use  of 
hypnosis  with  children,  self  hypnosis  and  the  control  of  pain,  as  well  as 
an  introductory  workshop  for  French  speaking  colleagues.  For  registra- 
tion and  a more  detailed  description  of  the  various  workshops  offered, 
as  well  as  information  regarding  the  scientific  meetings,  please  contact 
Martin  T.  Orne,  M.D.,  Ph.D.,  7th  INTERNATIONAL  CONGRESS,  111 
North  49th  Street,  Philadelphia,  PA  19139. 
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maximum  reimbursement  level  may  preclude 
continuation  of  the  policy  whereby  a manufac- 
turer accepts  return  of  his  outdated  or  deterior- 
ated drug  products  from  the  retail  pharmacist’s 
inventory.  Who  then  will  absorb  the  cost  of  the 
package  with  the  expired  date?  the  retail  phar- 
macist? the  state  agency  administering  MAC? 
Might  the  outdated  product  stay  in  distribution? 
Or  will  the  pharmacist  who  discards  the  out- 
dated product  increase  his  prices  on  private 
prescriptions  to  recoup  his  losses  on  public  pre- 
scriptions? 

If  maximum  prices  are  established  by  dosage 
form  or  capsule  strength  within  a multiple  source 
drug,  strange  prescribing  practices  may  occur 
such  as  the  one  below,  all  for  the  same  drug. 

50  mg  Capsule  MAC  awarded  to  Company  A 


100  mg  Capsule  ” B 

250  mg  Capsule  ” A 

Pediatric  Suspension  ” C 

Suppository  ” A 


This  will  introduce  a new  variable  into  clinical 
management  when  a new  dosage  is  prescribed 
under  the  above  scheme.  Moreover,  the  phar- 
macist’s necessarily  scattered  ordering  pattern 
may  create  inventory  problems. 

It  is  true  that  MAC  regulations  allow  physi- 
cians to  override  the  cost  controls,  but  the  re- 
quirement of  still  another  form  to  do  so  or  of 
more  prescribing  instructions,  will  likely  deter 
practitioners  from  utilizing  the  privilege.  A privi- 
lege rarely  utilized  tends  to  be  withdrawn.  In 
fact,  since  override  privileges  entail  additional 
administrative  expenses,  there  are  some  states 
which  intend  to  prohibit  override  privileges 
from  the  very  beginning  of  MAC. 

There  is  a movement  in  Washington  to  recon- 
sider the  MAC  regulations  and  to  put  greater 
reliance  on  drug  price  information  for  physicians, 
pharmacists,  and  consumers.  Government-con- 
trolled pricing  systems  are  notoriously  complex 
and  not  necessarily  protective  of  the  consumer 
as  was  originally  intended  (eg,  air  fare,  electric 
bills).  Physicians  should  be  in  the  vanguard  of 
those  urging  price  information  and  price  aware- 
ness before  yet  another  control  bureau  is 
launched. 

B.Z.P. 


ARE  DOCTORS  AS  A GROUP  INHUMANE? 

Recently  the  New  York  Times  printed  an  in- 
flammatory essay  entitled  “Rehumanizing  Medi- 
cine” by  Ashley  Montagu.  It  contained,  among 
other  cruel  and  I hope  untrue  ideas,  these  star- 
tling statements  which  I have  already  seen  re- 
peated but  nowhere  seen  challenged:  “The  teach- 
ing and  the  practice  of  medicine  have  become 
dehumanized  and  they  need  to  be  rehumanized. 
This  can  be  done  by  revising  our  concept  of  what 
a doctor  ought  to  be.  He  ought  to  be  one  who 
cares,  for  caring  is  the  first  principle  of  human 
communication  ...  To  secure  such  doctors  we 
need  to  review  our  requirements  for  entrance 
into  medical  school  to  include  the  ability  to  care 
for  others  . . .” 

According  to  Montagu,  contemporary  medical 
education  produces  a doctor  who  “is  one  of  our 
most  poorly  educated  citizens  . . . there  is  usually 
too  little  time  for  anything  other  than  the  prepar- 
ation for  the  practice  of  his  profession.  In  this 
way  many  a promising  mind  has  been  arrested .” 
( Italics  mine. ) Montagu  claims  that  an  “attitude 
of  caring”  is  not  part  of  the  public’s  current  con- 
cept of  the  traits  practicing  doctors  now  possess. 
I say,  “Rubbish.”  And  I say  that  Montagu’s  first 
paragraph  premise  that,  “Doctors,  on  the  whole, 
are  uninterested  in  health  . . .”  is  nonsense. 

When  the  Wilmington  newspapers  reprinted 
portions  of  the  Delaware  Medical  Journal  edi- 
torial in  which  I suggested  there  is  a bias  towards 
exaggerating  Needy  Family  cases’  medical  rather 
than  other  needs,  they  included  portions  of  a 
phone  interview  with  me.  I was  quoted  as  say- 
ing, “what  it  (the  medical  system)  lacks  in  hu- 
manity it  doesn’t  lack  in  availability.”  What  I 
meant  to  convey  to  the  reporter  interviewing  me 
was  that  I refused  to  become  embroiled  at  the 
time  of  our  conversation  in  the  popular  dis- 
cussion of  whether  the  US  medical  system  is  bad 
or  inhumane;  my  attempt  to  limit  the  issues  we 
were  discussing  was  misunderstood.  I am,  in 
fact,  fed  up  with  the  current  fashion  of  calling 
physicians  as  a group  inhumane.  It  is  so  wide- 
spread that  it  is  long  past  time  for  physicians  as 
a group  and  as  individuals  to  stop  ignoring  such 
canards;  a he  too  often  repeated  gradually  be- 
comes invested  with  the  respectability  of  truth. 
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Doctors  in  too  many  instances  are  mutely  ac- 
cepting the  pejorative  generalization  that  their 
present  attitude  towards  patients  is  “inhumane.” 
This  is  not  a trivial  accusation,  and  it  is  becoming 
commonplace. 

B.Z.P. 

VS  VS  VS 

ORTHOKERATOLOGY:  NOT  AKIN 
TO  ORTHODONTIA 

Orthokeratology  has  been  defined  as  the 
science  of  shaping  the  cornea  to  restore  normal 
vision  to  those  who  formerly  had  to  wear  glasses 
for  adequate  eyesight.  This  technique,  first  de- 
scribed eighteen  years  ago  by  a Chicago  optome- 
trist, Dr.  George  Jessen,  has  become  quite  a fad 
in  the  past  several  years.  Recently  Newsweek 
and  Time  magazines  have  had  articles  discussing 
the  enthusiasm  of  optometrists  for  orthokera- 


tology. However,  the  same  articles  also  cite  the 
fact  that  ophthalmologists  feel  that  alterations  in 
the  shape  of  the  cornea  are  only  temporary.  The 
issues  of  the  controversy  over  orthokeratology 
include  the  fact  that  it  is  expensive  and,  although 
being  touted  as  a science,  investigational.  Many 
patients,  however,  are  getting  enthusiastic  over 
the  idea  without  understanding  all  of  its  impli- 
cations and  uncertainties. 

Although  the  proponents  of  orthokeratology 
liken  it  to  orthodontics,  it  is  really  not.  The  dif- 
ferences are  due  to  the  fact  that  we  do  not  un- 
derstand the  cornea  physiology  that  leads  to  the 
changes  and  that  corneal  changes  are  unpredict- 
able and  usually  temporary.  Orthodontics,  on 
the  other  hand,  entails  a definite  physiologic  re- 
sponse to  pressure  and  tension,  and  when  prop- 
erly done  tends  to  be  permanent. 

There  is  much  still  to  be  learned  about  ortho- 
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keratology.  There  have  never  been  scientific 
criteria  established  to  indicate  in  which  patients 
it  is  indicated.  Many  contact  lens  patients  unpre- 
dictably  get  changes  in  their  corneal  curvature 
that  greatly  alter  their  ability  to  wear  lenses  and 
tolerate  them.  We  cannot  substantiate  or  con- 
done the  equation  of  a time-honored  process  of 


correcting  abnormalities  of  the  dentofacial  struc- 
tures in  a functional,  physiologic,  and  esthetic 
fashion  to  the  trial  and  error  accompanying  alter- 
ation of  the  configuration  of  the  corneal  surface 
by  lenses. 

Robert  Abel,  Jr.,  M.D. 

Irvin  Hockstein,  D.D.S.,  M.S. 


* K w 


<zBook  <=&eview6 


ADVANCES  IN  INTERNAL  MEDICINE,  Volume  20, 
by  G.  H.  Stollerman,  M.D.,  et  al,  Year  Book  Med!- 
cal  Publishers,  Chicago,  1975.  463  pp.  Price 

$23.95. 

Every  year  Dr.  Stollerman  from  the  Uni- 
versity of  Tennessee  selects  several  subjects  in 
the  subspecialties  of  internal  medicine  and  asks 
knowledgeable  people  in  these  subspecialties 
to  write  about  them. 

Some  of  the  authors  write  about  contro- 
versial subjects,  eg,  Siperstein’s  chapter  about 
glucose  tolerance  testing;  some  about  current 
changed  concepts,  eg,  Bates’  chapter  concern- 
ing treatment  of  tuberculosis;  and  some  at- 
tempt to  clarify  confusing  subjects,  eg,  Alper’s 
chapter  on  clinical  application  of  Complement 


Assays. 

In  each  case,  however,  the  chapters  are 
clearly  written,  concise,  and  in  the  format  of 
a lecture.  One  gets  the  feeling  of  being  at  a 
didactic  session  of  a continuing  postgraduate 
course  as  one  reads  these  chapters  and  succes- 
sive volumes. 

In  addition,  they  stand  as  a good  reference 
point  for  anyone  contemplating  a paper  on  any 
of  these  several  topics. 

All  subspecialties  are  covered,  but  certainly 
not  all  subjects  in  these  subspecialties.  Stol- 
lerman et  al,  have  made  good  selections,  how- 
ever, to  provide  an  interesting  and  helpful 
volume. 

R.  Walter  Powell,  M.D. 
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DELAWARE  MEDICAL 
MALPRACTICE  COMMISSION  BILL 


AN  ACT  TO  AMEND  TITLE  18,  DELAWARE 
CODE,  RELATING  TO  HEALTH  CARE  MAL- 
PRACTICE INSURANCE  AND  LITIGATION 
AND  TITLE  10,  DELAWARE  CODE,  RELATING 
TO  THE  REVISION  OF  VARIOUS  ASPECTS  OF 
THE  JUDICIAL  PROCESS  PERTAINING  TO 
HEALTH  CARE  MALPRACTICE  CLAIMS  AND 
PROVIDING  AN  APPROPRIATION  FOR  IM- 
PLEMENTING MALPRACTICE  REVIEW  PAN- 
ELS AND  REQUIRING  THE  ESTABLISHMENT 
OF  THE  DELAWARE  HEALTH  CARE  INJURY 
INSURANCE  STUDY  COMMISSION. 

WHEREAS,  the  number  of  suits  and  claims  for 
damages  both  in  Delaware  and  throughout  the  Nation 
as  well  as  the  necessary  costs  of  defense  and  the  size 
of  judgments  and  settlements  thereon,  arising  from 
professional  patient  care  have  increased  tremendously 
in  the  past  several  years;  and, 

WHEREAS,  there  has  been  a tremendous  increase 
in  the  cost  of  liability  insurance  coverage  for  health 
care  providers  in  Delaware,  and  in  some  instances  the 
withdrawal  of  liability  insurance  companies  from  the 
business  of  insuring  health  care  providers  in  Delaware, 
endangering  the  ability  of  the  citizens  of  Delaware 
to  continue  to  receive  quality  health  care  as  well  as 
adequate  and  just  compensation  for  negligent  injuries; 
and, 

WHEREAS,  the  General  Assembly  determines  it  is 
necessary  to  make  certain  major  modifications  to  its 
current  legal  system  as  it  relates  to  health  care  mal- 
practice claims  if  the  citizens  of  Delaware  are  to 
continue  to  receive  a high  quality  of  health  care  while 
still  assuring  that  any  person  who  has  sustained  bodily 
injury  or  death  as  a result  of  a tort  or  breach  of  con- 
tract on  the  part  of  a health  care  provider  resulting 
from  professional  services  rendered,  or  which  should 
have  been  rendered,  can  obtain  prompt  determination 
or  adjudication  of  that  claim  and  receive  fair  and 
reasonable  compensation  from  financially  responsible 
health  care  providers  who  are  able  to  insure  their  lia- 
bility, under  a strictly  construed  fault  principal  as 
now,  at  a cost  which  is  not  prohibitive  and  does  not 
lead  to  the  problems  and  practices  described  above, 
while  still  maintaining  its  overall  legal  system  as  to 
health  care  malpractice  claims  except  as  modified 
by  this  legislation. 

NOW,  THEREFORE: 

BE  IT  ENACTED  BY  THE  GENERAL  ASSEMBLY 
OF  THE  STATE  OF  DELAWARE: 

Section  1.  Amend  Title  18,  Delaware  Code,  by 
adding  thereto  a new  chapter  designated  as  Chapter 
68  to  read  as  follows: 


"CHAPTER  68  HEALTH  CARE  MALPRAC- 
TICE INSURANCE  AND 
LITIGATION” 

SUBCHAPTER  1.  DEFINITIONS 

$6801.  Definitions. 

For  the  purpose  of  this  Chapter  the  following  terms 
shall  have  the  following  meanings: 

(1)  'Association’  means  the  joint  underwriting 
association  established  pursuant  to  the  provisions  of 
this  chapter. 

(2)  'Category  of  health  care  provider’  means  a 
type  or  class  of  health  care  provider  for  which  a sep- 
arate license  is  required  under  Delaware  law. 

(3)  'Commissioner’  means  the  Insurance  Commis- 
sioner of  this  State. 

(4)  'Health  Care’  means  any  act,  or  treatment 
performed  or  furnished,  or  which  should  have  been 
performed  or  furnished,  by  any  health  care  provider 
for,  to  or  on  behalf  of  a patient  during  the  patient’s 
medical  care,  treatment  or  confinement. 

( 5 ) 'Health  Care  Provider’  means  a person,  corpor- 
ation, facility  or  institution  licensed  by  this  State 
pursuant  to  the  provisions  of  Title  16  or  24  of  the 
Delaware  Code  to  provide  health  care  or  professional 
services  or  any  officers,  employees,  or  agents  thereof 
acting  within  the  scope  of  their  employment. 

(6)  'Informed  consent’  means  the  consent  of  a 
patient  to  the  performance  of  health  care  services  by 
a health  care  provider  given  after  the  health  care 
provider  has  informed  the  patient  to  an  extent  reason- 
ably comprehensible  to  general  lay  understanding,  of 
the  nature  of  the  proposed  procedure  or  treatment 
and  of  the  risks  and  alternatives  to  treatment  or 
diagnosis  which  a reasonable  patient  would  consider 
material  to  the  decision  whether  or  not  to  undergo 
the  treatment  or  diagnosis. 

(7)  'Malpractice’  means  any  tort  or  breach  of 
contract  based  on  health  care  or  professional  services 
rendered,  or  which  should  have  been  rendered,  by  a 
health  care  provider,  to  a patient.  The  standard  of 
skill  and  care  required  of  every  health  care  provider 
in  rendering  professional  services  or  health  care  to  a 
patient  shall  be  that  degree  of  skill  and  care  ordi- 
narily employed,  under  similar  circumstances,  by 
members  of  the  profession  in  good  standing  in  the 
same  community  or  locality,  and  the  use  of  reasonable 
care  and  diligence. 

(8)  'Patient’  means  a natural  person  who  receives 
or  should  have  received  health  care  from  a licensed 
health  care  provider,  under  a contract,  express  or 
implied. 
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(9)  'Net  direct  premium’  means  gross  direct  pre- 
miums written  on:  (1)  health  insurance  as  defined  in 
§903,  Title  18,  Delaware  Code;  (2)  casualty  insur- 
ance as  defined  in  §906  (a)  (1)  through  (11), 
(14)  and  (15),  Title  18,  Delaware  Code,  including 
the  liability  component  of  multiple  peril  package 
policies  as  computed  by  the  Commissioner,  except 
insofar  as  the  aforesaid  subsections  include  insurance 
commonly  known  as  homeowners  and  inland  marine; 
and  (3)  health  service  contracts  pursuant  to  the  pro- 
visions of  Chapter  63  of  Title  18. 

SUBCHAPTER  II.  JURISDICTION  OF  THE 
SUPERIOR  COURT 

56802.  Jurisdiction  of  the  Superior  Court. 

(a)  The  Superior  Court  of  the  State  of  Delaware 
shall  have  exclusive  jurisdiction  of  civil  actions  al- 
leging health  care  malpractice. 

(b)  In  any  civil  action  alleging  malpractice  at  any 
time  after  the  filing  of  an  answer  or  any  motion 
filed  in  lieu  thereof,  any  party  shall  have  the  right  to 
convene  a malpractice  review  panel  as  herein  provided 
by  filing  a demand  therefor  with  the  prothonotary, 
all  parties  and  the  Commissioner,  and  the  Commis- 
sioner shall  promptly  convene  such  panel  upon  such 
demand,  provided  that  the  Court  may  postpone  the 
convening  of  such  panel  for  good  cause  shown  by 
any  party. 

SUBCHAPTER  HI.  MALPRACTICE  REVIEW 
PANELS 

56803.  Establishment  of  Malpractice  Review 
Panels;  Purpose. 

Malpractice  Review  Panels  are  hereby  provided  for 
to  the  extent  necessary  to  carry  out  the  provisions  of 
this  Chapter. 

56804.  Composition  of  Panels;  Chairperson. 

(a)  Each  malpractice  review  panel  convened  in  an 
action  shall  be  composed  of  five  voting  members  and 
shall  include  two  health  care  provider  members,  at 
least  one  of  whom  shall  be  a physician,  and  the  other 
one  of  whom  shall  be,  if  available,  from  one  of  the 
health  care  disciplines  involved  in  such  action,  one 
attorney,  and  two  lay  persons  who  are  not  health 
care  providers,  licensed  to  practice  law  nor  associated 
with  the  insurance  industry.  The  attorney  member 
shall  act  as  Chairperson  of  the  panel  and  shall  preside 
at  all  meetings. 

(b)  The  Commissioner  shall  also  designate  one 
member  of  his  staff  who  shall  sit  as  a nonvoting  ex- 
officio  member  of  the  panel  and  who  shall  have 
custody  of  and  responsibility  for  the  keeping  of  all 
evidence,  records  and  related  material  used  by  the 
panel. 


All-while  Duty  Shoe  $35 

Black,  Pumpkin  and. 
Bark  Suede. 


Available  only  at: 

1003  West  St.,Wilm. 

More  than  2 dozen  different  styles  in  both  men's  and  women’s  size 


There 
is  only  one 
Earth  brand  shoe.  The 
perfect  shoe  for  people 
who  stand  on  their  feet  all 
day.  The  shoe  invented  to 
make  walking  and  standing 
easier 
and  more 
comfortable. 


Garth 


THE  ROBSCOTT  BUILDING 


UWWERSITV  Of  P£U.W ARE 


Dear  Doctor: 

The  Robscott  Building  has  available  several 
fine  office  suites  ranging  from  800  to  4800 
square  feet. 

It  is  located  on  Chestnut  Hill  Road  opposite 
Delaware  Stadium  with  ample  parking  and  is 
on  the  D.A.R.T.  bus  line  and  is  very  near  the 
1-95-Route  896  interchange. 

If  you  have  a need  for  suburban  office 
space  immediately  or  in  the  near  future,  we 
would  appreciate  the  opportunity  to  show 
you  the  Robscott  Building  for  your  consider- 
ation. To  arrange  this,  please  call  me  at 
738-7551. 

Very  truly  yours, 
RCBSCOTT  COMPANY 
Wayne  D.  Wilson 
President 
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£6805.  Method  of  Selection  of  Panel  Members. 

The  members  of  each  malpractice  review  panel 
shall  be  selected  in  the  following  manner: 

(1)  The  Commissioner  shall  compile,  and  keep 
current,  three  separate  lists  as  follows:  (a)  a list  of 
all  physicians  engaged  for  not  less  than  three  years 
in  the  active  practice  of  medicine  in  the  State  and 
who  hold  a license  to  practice  medicine  and  surgery; 
(b)  a list  of  all  of  the  attorneys  engaged  for  not  less 
than  three  years  in  the  active  practice  of  law  in  this 
State  and  who  are  admitted  to  the  Bar  of  this  State; 
and  (c)  a list  of  100  objective  and  judicious  persons 
of  appropriate  education  and  experience  residing  in 
this  State  who  are  neither  health  care  providers  nor 
licensed  to  practice  law  in  this  State,  nor  associated 
with  the  insurance  industry,  who  in  the  Commission- 
er’s opinion  would  be  appropriate  to  serve  as  lay  mem- 
bers of  malpractice  review  panels.  The  Commis- 
sioner shall  compile  such  additional  lists  of  other 
categories  of  health  care  providers  as  may  be  appropri- 
ate. 

(2)  The  parties  may  agree  upon  one  or  more 
members  from  each  of  the  lists  to  constitute  the  mal- 
practice review  panel. 

(3)  In  the  event  that  the  parties  shall  not  agree 
upon  the  selection  of  any  one  or  more  members,  such 
members  shall  be  selected  by  the  Commissioner  from 
the  appropriate  list.  As  to  each  list  from  which 
selection  is  made  by  lot,  each  party  shall  have  three 
peremptory  challenges  to  such  selections. 

(4)  Members  selected  by  agreement  or  by  lot 
shall  be  designated  by  the  Commissioner  to  serve  un- 
less disqualified  by  reason  of  close  relationship  with 
or  personal  bias  toward  any  party  to  the  action. 

( 5 ) Any  member  from  any  category  so  selected  to 
serve  shall  serve  upon  the  panel  unless  for  good  cause 
shown  he  or  she  is  excused  by  the  Court.  The  Court 
shall  excuse  a member  from  any  category  from  serv- 
ing only  if  it  finds,  on  the  basis  of  facts  set  forth  in 
an  affidavit  submitted  by  such  member,  that  such 
service  would  constitute  an  unreasonable  burden,  un- 
due hardship,  or  that  such  service  would  give  rise  to 
a conflict  of  interest. 

(6)  A party  to  the  proceeding  before  the  mal- 
practice review  panel  may  also  challenge  any  mem- 
ber so  selected  by  submitting  an  affidavit  to  the  Court 
setting  forth  the  facts  that  party  believes  show  cause 
for  striking  such  member  from  the  panel.  The  Court 
may  strike  such  member  from  the  panel  if  it  finds 
such  cause  to  exist. 

(7)  After  the  Court  has  excused  or  struck  a mem- 
ber the  parties  shall  select  a substitute  member  from 
the  same  list,  each  party  retaining  any  previously 
unused  peremptory  challenge. 

£6806.  Commissioner  to  Administer  Process  of 
Selection  of  Malpractice  Review  Panel 
Members ; Rules  and  Regulations  of  Mal- 
practice Review  Panels. 


(a)  The  Commissioner  shall  be  responsible  for  the 
administration  of  the  procedures  of  selection  of  can- 
didates for  service  on  malpractice  review  panels. 

(b)  The  Commissioner  shall  adopt  and  publish 
such  rules  and  regulations  as  may  be  necessary  to 
carry  out  the  provisions  of  this  subchapter  and  to 
establish  the  procedures  for  the  selection  and  opera- 
tion of  malpractice  review  panels.  Such  rules  and 
regulations  shall  be  consistent  with  the  common  and 
statutory  law  of  the  State  of  Delaware  and  the  Rules 
of  Civil  Procedure  of  the  Superior  Court  of  the  State 
of  Delaware  and  shall  be  modified  from  time  to  time 
to  reflect  the  changes  in  the  law  or  Superior  Court 
Rules.  The  Commissioner  shall  publish  the  initial 
set  of  such  rules  and  regulations  not  later  than  sixty 
days  after  the  effective  date  of  this  Act. 

£6807.  Evidence;  Duties  of  Chairman. 

The  evidence  to  be  considered  by  the  malpractice 
review  panel  shall  be  promptly  submitted  to  the  panel 
and  parties  in  written  form  wherever  practicable. 
Evidence  may  consist  of  medical  charts,  x-rays,  lab- 
oratory tests,  excerpts  of  treatises,  depositions  of  wit- 
nesses including  parties  and  any  other  form  of  evi- 
dence allowable  by  the  malpractice  review  panel. 
The  chairperson  of  the  panel  shall  advise  the  panel 
relative  to  any  legal  questions  involved  in  the  review 
proceeding  and  shall  prepare  the  opinion  of  the  panel 
as  provided  in  £6811.  To  the  extent  practicable,  a 
copy  of  the  evidence  shall  be  sent  to  each  member  of 
the  panel.  All  evidence  considered  by  the  malpractice 
review  panel  shall  constitute  a part  of  the  record  in 
the  Superior  Court. 

£6808.  Hearing  Before  Panel;  Procedure  Before 
Panel. 

Any  party  or  the  panel  itself,  sua  sponte,  after  sub- 
mission of  all  evidence  and  upon  ten  days’  notice  to 
all  parties,  shall  have  the  right  to  a hearing  before 
the  panel  at  a time  and  place  agreeable  to  the  mem- 
bers of  the  panel.  At  such  hearing,  any  party  may 
adduce  evidence  by  the  testimony  of  witnesses  and 
otherwise  and  may  address  the  panel  concerning  any 
matters  relevant  to  issues  to  be  decided  by  the  panel 
before  the  issuance  of  their  report.  The  panel  shall 
have  the  authority  to  subpoena  witnesses,  administer 
oaths,  and  compel  the  production  of  documents  and 
all  witnesses  appearing  before  it  at  a hearing  shall  be 
sworn  and  a stenographic  record  of  the  proceedings 
shall  be  made.  The  rules  of  evidence  applicable  to 
the  Superior  Court  shall  be  followed  insofar  as  prac- 
ticable; provided,  however,  that  evidence  will  be  con- 
sidered by  the  panel  which,  in  its  opinion,  possesses 
probative  value  commonly  accepted  by  reasonable 
prudent  persons  in  the  conduct  of  their  affairs. 

£6809.  Panel’s  Right  to  Information;  Access  of 
Parties. 

The  panel  shall  have  the  right  and  duty  to  obtain 
all  reasonably  necessary  information.  On  notice  to 
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MEDICAL  PLACEMENT  SERVICE 
is  a service  for  YOU  ! ! ! 

We  Can  Provide  . . . 

1.  Permanent  Medical  Personnel  — 

Medical  secretaries,  laboratory  or  x-ray  technicians,  recep- 
tionists, nurses,  dental  hygienists  or  assistants,  physical  thera- 
pists—ANY  medical  personnel  needs. 

2.  Temporary  Medical  Personnel  — 

Part-time  help,  vacation  or  illness  relief;  for  a few  hours, 
days,  weeks.  Remember  too,  that  these  people  are  on  our  pay- 
roll, eliminating  your  responsibility  as  to  malpractice  insurance, 
taxes,  unemployment  and  workmens  compensation. 

3.  Private  Duty  Personnel - 

Registered  Nurses  or  Licensed  Practical  Nurses,  and  Nurse 
Assistants  for  home,  hospital,  or  nursing  home  as  needed. 

4.  Travel  Escorts - 

RN's,  LPN's,  Aides,  or  Companions  for  patient  transfers,  to 
assist  a handicapped  or  incapacitated  person  on  a vacation  or 
cruise,  or  to  accompany  a group  of  senior  citizens  or  others  for 
a day  trip  or  longer  tour. 

W HAT  DO  YOU  NEED???? 

Call  658-8995  and  we'll  be  happy  to  help.  If  you  need 
us  after  5 p.m.  or  on  weekends  call  655-0828. 

MEDICAL  PLACEMENT  SERVICE 

1004  West  24th  Street 
Wilmington,  Delaware 
Phone  658-8995 
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the  parties,  the  panel  may  consult  experts,  texts  or 
other  authorities.  The  panel  may  examine  reports  of 
such  other  health  care  providers  necessary  to  fully 
inform  itself  regarding  the  issue  to  be  decided.  Both 
parties  shall  have  full  access  to  any  material  obtained 
by  or  submitted  to  the  panel  and  shall  be  given  a 
reasonable  opportunity  to  rebut  any  such  material 
submitted  to  th^  panel. 

$68 10.  Panel’s  Appointment  and  Compensation 
of  Expert  Witness. 

The  panel  may  appoint  persons  it  determines  to  be 
disinterested  and  qualified  experts  to  make  any  neces- 
sary professional  or  expert  mental  or  physical  examin- 
ation of  the  plaintiff  or  review  of  the  relevant  evi- 
dentiary matters  and  testify  as  a witness  or  submit 
a report  in  respect  thereto.  The  panel  shall  give 
notice  reasonable  under  the  circumstances  to  all  par- 
ties of  its  intent  to  appoint  such  experts  and  shall  al- 
low them  a reasonable  time  within  which  to  com- 
municate to  the  panel  any  objections  they  may  have 
to  the  appointment  of  such  experts.  Such  expert 
witnesses  shall  be  allowed  reasonable  and  necessary 
expenses  connected  with  their  travel,  meals  and  lodg- 
ing in  connection  with  their  testimony  and  work  on 
behalf  of  the  panel  as  well  as  a reasonable  fee  to  be 
fixed  by  the  panel  and  paid  pursuant  to  $6813. 

$6811.  Opinion  of  Panel;  Time  for  Rendering. 

(a)  A majority  vote  of  the  malpractice  review 
panel  shall  be  required  to  decide  all  matters  before  it. 

(b)  The  panel  shall  have  the  duty  of  making  a 
finding  as  to  whether  or  not  in  its  opinion  the  evi- 
dence supports  the  conclusion  that  the  defendant  or 
defendants  acted  or  failed  to  act  within  the  applic- 
able standards  of  care.  After  reviewing  all  evidence 
and  after  any  hearing  before  the  panel  requested  by 
any  party,  the  panel  shall,  within  thirty  (30)  days, 
render  to  the  court  a written  opinion  signed  by  the 
chairperson  expressing  one  or  more  of  the  following 
findings: 

( 1 ) The  evidence  supports  the  conclusion  that  the 
defendant  or  defendants  failed  to  comply  with 
the  appropriate  standard  of  care. 

(2)  The  evidence  does  not  support  the  conclusion 
that  the  defendant  or  defendants  failed  to 
meet  the  applicable  standard  of  care. 

(3)  There  is  a material  issue  of  fact,  not  requiring 
expert  opinion,  bearing  on  liability  for  con- 
sideration by  the  court  or  jury,  which  issue  of 
fact  shall  be  identified  in  the  opinion. 

(4)  The  conduct  complained  of  was  or  was  not 
a factor  in  the  resultant  damages,  and  if  so, 
whether  the  plaintiff  suffered:  (i)  any  dis- 
ability and  the  extent  and  duration  of  the  dis- 
ability, and  (ii)  any  permanent  impairment 
and  the  percentage  of  the  impairment. 

(c)  Any  opinion  rendered  by  the  malpractice  re- 
view panel  shall  state  the  grounds  upon  which  it  is 


based  and  shall  further  identify  the  persons,  texts  or 
other  authorities  were  consulted  by  the  Panel  in 
reaching  its  conclusion,  and  shall  be  admissible  as 
prima  facie  evidence  in  any  proceeding  before  the 
Superior  Court. 

(d)  Any  party  aggrieved  by  the  opinion  of  the 
panel  shall  have  the  right  to  review  by  the  Superior 
Court  of  such  opinion,  and  the  evidence  considered 
by  the  panel.  Application  for  review  by  the  Superior 
Court  shall  be  by  motion  with  a certified  copy  of 
the  opinion  attached,  and  shall  state  the  grounds  for 
objection  thereto.  Such  motion  shall  be  served  by 
the  movement  on  the  Commisioner  and  the  other 
parties  to  the  action,  the  proof  of  such  service  to  be 
as  provided  by  the  Rules  of  the  Superior  Court.  A 
motion  for  review  shall  be  filed  within  thirty  (30) 
days  after  the  rendering  of  the  opinion  by  the  panel. 

(e)  Upon  receipt  of  a motion  for  review,  the 
Prothonotary  shall  promptly  schedule  it  for  consider- 
ation by  the  Court  and  the  Court  shall  review  the 
panel’s  opinion  on  the  record  made  before  the  Panel 
and  shall  strike  any  portion  of  the  panel’s  opinion 
which  the  Court  finds  to  be  based  on  error  of  law 
or  not  supported  by  substantial  evidence. 

(f)  The  complete  record  of  the  proceedings  before 
the  panel  including  all  exhibits  and  evidence  intro- 
duced before  it  shall  be  filed  with  the  Prothonotary 
at  the  time  the  panel  renders  its  opinion.  A tran- 
script of  such  proceedings  shall  be  required  only  in 
the  event  that  a motion  for  review  shall  be  filed. 

$6812.  Report  of  Panel  Admissible  in  Evidence ; 

Witnesses,  Immunity  of  Members. 

The  opinion  reached  by  the  malpractice  review 
panel  shall  be  admissible  as  prima  facie  evidence  in 
any  action  brought  by  the  claimant  in  a court  of 
law,  but  such  opinion  shall  not  be  conclusive  and  any 
party  shall  have  the  right  to  call,  at  said  party’s  cost, 
any  witness  who  appeared  before  or  submitted  re- 
ports to  the  malpractice  review  panel,  as  a witness. 
If  called,  the  witness  shall  be  required  to  appear  and 
testify.  Members  of  a malpractice  review  panel  shall 
have  immunity  from  civil  liability  for  all  communi- 
cations, findings,  opinions  and  conclusions  made  in 
the  course  and  scope  of  their  duties  prescribed  by  this 
Chapter. 

$6813.  Compensation  of  Panelists. 

Each  member  of  the  Malpractice  Review  Panel 
shall  be  paid  at  the  rate  of  $100  per  diem  plus  actual 
and  necessary  expenses  incurred  in  the  performance 
of  their  official  duties,  but  not  to  exceed  a total  of 
$700  for  both  expenses  and  compensation  paid  to  any 
one  member  of  the  panel  for  one  matter.  The  mem- 
ber of  the  Commissioner’s  staff  designated  to  serve 
as  a panel’s  ex-officio  member  shall  receive  only  actual 
and  necessary  expenses  incurred  as  compensation. 
Fees  of  the  panel  and  reasonable  fees  of  expert  wit- 
nesses called  by  the  panel,  together  with  travel  ex- 
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penses,  shall  be  paid  out  of  the  general  funds  of  the 
State  on  vouchers  submitted  by  the  President  Judge  of 
the  Superior  Court.  The  malpractice  review  panel  shall 
have  the  authority  to  assess  such  costs,  up  to  a maxi- 
mum amount  of  one  thousand  dollars  ($1,000), 
upon  the  party  or  parties  against  whom  the  majority 
opinion  of  the  panel  is  rendered;  provided,  however, 
that  this  power  to  assess  costs  shall  be  discretionary 
and  the  panel  shall  assess  such  costs  only  in  those 
cases  where  they  deem  it  appropriate.  The  Superior 
Court  shall  have  the  power  to  waive  assessment  of 
fees.  In  the  event  that  a judgment  shall  be  entered 
in  any  Superior  Court  action  on  the  same  matter,  the 
fees  and  expenses  of  the  panel  may  be  assessed  as  costs 
to  the  extent  allowable  above  and  shall  follow  such 
judgment. 

$6814.  Malpractice  Review  Panels  in  Federal 
Court  Action. 

The  Commissioner  shall  convene  malpractice  re- 
view panels  in  the  manner  set  forth  in  this  subchapter 
upon  request  of  a Federal  District  Court  Judge  sit- 
ting in  a civil  action  in  the  District  of  Delaware 
alleging  malpractice  in  the  manner  instructed  by  the 
said  Federal  Court  but  also  in  a manner  as  consistent 
as  possible  with  the  process  of  selecting  such  panels 
provided  for  in  Superior  Court  actions  in  this  chap- 
ter. The  selection  process  of  any  such  panel  in  a 
Federal  Court  action  and  its  powers  and  duties  shall 
be  subject  to  the  order  of  that  said  Court  and/or 
such  rules  as  the  Federal  Court  system  shall  designate 
for  the  implementation  of  such  panels.  The  Com- 
missioner shall  not,  however,  convene  any  such  panels 
at  the  request  of  any  such  Federal  Court  unless  pro- 
visions are  made  for  the  payment  of  the  compensation 
and  expenses  of  such  panelists  and  the  compensation 
and  expenses  of  all  witnesses  called  by  such  panel 
out  of  the  funds  other  than  those  of  the  General  Fund 
of  the  State  of  Delaware. 

SUBCHAPTER  IV.  REPORTING  AND  RE- 
VIEW OF  CLAIMS 

$6820.  Reports;  Contents;  When  Due. 

All  malpractice  claims  settled,  or  adjudicated  to 
final  judgment,  against  a health  care  provider  shall 
be  reported  to  the  Commissioner  by  the  health  care 
provider  or  the  provider’s  representative  within  sixty 
(60)  days  following  final  disposition  of  the  claim. 
The  report  to  the  Commissioner  shall  state  the  fol- 
lowing: 

(a)  nature  of  the  claim; 

(b)  damages  asserted  and  alleged  injury; 

(c)  attorney’s  fees  and  expenses  incurred  by  such 
health  care  provider  or  the  provider’s  repre- 
sentative in  connection  with  the  claim  or  de- 
fense; 

(d)  the  amount  of  any  settlement  or  judgment. 
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§6 821.  Disciplinary  Action. 

(a)  The  Commissioner  shall  forward  the  name  of 
every  health  care  provider  against  whom  a settlement 
is  made  or  judgment  is  rendered  under  this  Chapter 
to  the  appropriate  agency  for  licensure  or  professional 
registration  and  examination  for  review  of  the  fitness 
of  the  health  care  provider  to  practice  his  profession. 
In  each  case  involving  review  of  a health  care  pro- 
vider’s fitness  to  practice  under  this  Chapter,  the 
agency  shall  have  the  power,  in  appropriate  cases,  to 
take  the  following  disciplinary  action: 

(1)  censure,  public  or  private; 

(2)  imposition  of  probation  for  a determinate 
period; 

( 3 ) suspension  of  the  health  care  provider’s  license 
for  a determinate  period; 

(4)  revocation  of  the  license;  or 

(5)  in  the  instance  of  institutional  or  corporate 
providers,  the  ordering  of  temporary  or  per- 
manent cessation  of  the  particular  program, 
procedure,  or  service  resulting  in  the  claim  or 
judgment,  and/or  the  ordering,  monitoring 
and  evaluation  of  corrective  action  necessary 
to  bring  such  activity  into  compliance  with 
contemporary  standards. 

(b)  Review  of  the  health  care  provider’s  fitness 
to  practice  shall  be  conducted  in  accordance  with  the 
applicable  procedures  set  forth  in  16  or  24  Delaware 
Code,  or  other  applicable  provisions  and  shall  include 
a determination  of  whether  a provider  has  been  shown 
to  be  unfit  to  continue  the  practice  of  his  profession 
because  of  a series  of  actions  presumed  to  be  malprac- 
tice, because  of  verdicts  or  settlements  against  the 
provider,  or  because  of  a single  case  in  which  the 
act  or  omission  is  considered  to  include  gross  negli- 
gence on  the  provider’s  part. 

SUBCHAPTER  V.  JOINT  UNDERWRITING 
ASSOCIATION 

$6830.  Temporary  Joint  Underwriting  Associa- 
tion. 

(a)  A temporary  joint  underwriting  association  is 
hereby  provided  for,  to  consist  of  (1)  all  insurers 
authorized  to  write  and  engage  in  writing,  within 
this  State  on  a direct  basis,  health  insurance  as  de- 
fined in  Section  903,  Title  18,  Delaware  Code;  (2) 
all  insurers  authorized  to  write  and  engaged  in  writ- 
ing, within  this  state  on  a direct  basis,  casualty  in- 
surance including  insurers  covering  such  perils  in  mul- 
tiple peril  package  policies  as  defined  in  Section  906 
(a)  (1)  through  (11),  (14)  and  (15)  except  insofar 
as  the  aforesaid  subsections  include  insurance  com- 
monly known  as  homeowners  and  inland  marine;  and 
(3)  all  health  services  corporations  incorporated  pur- 
suant to  the  provisions  of  Chapter  63  of  Title  18. 
Every  such  insurer  shall  be  a member  of  the  associa- 
tion and  shall  remain  a member  as  a condition  of  its 


authority  to  continue  to  transact  such  kind  of  in- 
surance in  this  state. 

(b)  The  purpose  of  the  association  shall  be  to  pro- 
vide, for  a period  not  exceeding  two  years  from  the 
date  it  commences  underwriting  operations,  a market 
for  health  care  malpractice  insurance  on  a self-sup- 
porting basis  without  subsidy  from  its  members. 

(c)  The  association  shall  commence  underwriting 
operations  only  by  separate  category  of  health  care 
provider  and  only  after  the  making  by  the  Com- 
missioner upon  due  hearing  and  investigation  of  the 
finding  that  such  underwriting  operations  are  neces- 
sary and  one  or  more  of  the  following  findings: 

(1)  That  health  care  malpractice  insurance  is  not 
reasonably  available  for  physicians  in  the  voluntary 
market.  Upon  such  determination  the  association 
shall  be  authorized  to  issue  policies  of  health  care 
malpractice  insurance  to  physicians  and  need  not  be 
the  exclusive  agency  through  which  health  care  mal- 
practice insurance  may  be  written  in  this  state  on 
a primary  basis  for  physicians. 

(2)  That  general  liability  insurance  or  health  care 
malpractice  insurance,  or  both,  are  not  reasonably 
available  for  hospitals  in  the  voluntary  market.  Upon 
such  determination  the  association  shall  be  authorized 
to  issue  policies  of  general  liability  and  health  care 
malpractice  insurance  to  hospitals  but  need  not  be 
the  exclusive  agency  through  which  such  insurance 
may  be  written  on  a primary  basis  in  this  state. 

(3)  That  health  care  malpractice  insurance  is  not 
reasonably  available  for  another  specific  type  or  types 
of  licensed  health  care  provider  in  the  voluntary 
market.  Upon  such  determination  the  association 
shall  be  authorized  to  issue  policies  of  health  care 
malpractice  insurance  and  need  not  be  the  exclusive 
agency  through  which  health  care  malpractice  insur- 
ance may  be  written  in  this  state  on  a primary  basis 
for  such  specific  type  of  health  care  provider. 

(d)  If  the  commissioner  determines  at  any  time 
that  health  care  malpractice  insurance  can  be  made 
reasonably  available  in  the  voluntary  market  for 
either  (1)  physicians,  (2)  hospitals,  or  (3)  any 
specific  type  of  other  licensed  health  care  provider, 
the  association  shall  thereby  cease  its  underwriting 
operations  for  any  such  general  liability  and  health 
care  malpractice  insurance  it  is  then  writing  in  re- 
spect to  which  the  Commissioner  has  made  such  de- 
termination. 

(e)  The  association  shall,  pursuant  to  the  provi- 
sions of  this  chapter  and  the  plan  of  operation  with 
respect  to  health  care  malpractice  insurance,  have 
the  power  on  behalf  of  its  members:  (1)  to  issue, 
or  to  cause  to  be  issued,  policies  of  insurance  to  ap- 
plicants, including  incidental  coverages  and  subject 
to  limits  as  specified  in  the  plan  of  operation  but  not 
to  exceed  one  million  dollars  for  each  claimant  under 
one  policy  and  three  million  dollars  for  all  claimants 
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under  one  policy  in  any  one  year;  (2)  to  underwrite 
such  insurance  and  to  adjust  and  pay  losses  with  re- 
spect thereto,  or  to  appoint  a servicing  company  or 
companies  to  perform  those  functions;  (3)  to  as- 
sume reinsurance  from  its  members;  and  (4)  to 
cede  reinsurance. 

(f)  The  association  and  its  members  shall  coop- 
erate with  the  commissioner  to  the  extent  the  com- 
missioner permits  and  with  the  association’s  actual  or 
prospective  policyholders  on  all  matters  pertaining  to 
the  commissioner’s  duties  and  the  insurance  issued  or 
to  be  issued  by  the  association. 

$6831.  Plan  of  Operation. 

(a)  Within  forty-five  (45)  days  following  the 
creation  of  the  association,  the  directors  of  the  as- 
sociation shall  submit  to  the  commissioner  for  the 
commissioner’s  review,  a proposed  plan  of  operation, 
consistent  with  the  provisions  of  this  Chapter. 

(b)  The  plan  of  operation  shall  provide  for  eco- 
nomic, fair  and  non-discriminatory  administration 
and  for  the  prompt  and  efficient  provision  of  insur- 
ance, and  shall  contain  other  provisions  including, 
but  not  limited  to  preliminary  assessment  of  all  mem- 
bers for  initial  expenses  necessary  to  commence  op- 
erations, establishment  of  necessary  facilities,  man- 
agement of  the  association,  assessment  of  members  to 
defray  losses  and  expenses,  commission  arrangements, 
reasonable  and  objective  underwriting  standards,  ac- 
ceptance and  cession  of  reinsurance,  appointment  of 
servicing  carriers  or  other  servicing  arrangements 
and  procedures  for  determining  amounts  of  insurance 
to  be  provided  by  the  association. 

(c)  The  plan  of  operation  shall  be  subject  to  ap- 
proval by  the  commissioner  after  consultation  with 
the  directors  of  the  association,  representatives  of  the 
public  and  other  affected  individuals  and  organiza- 
tions. If  the  commissioner  disapproves  all  or  any 
part  of  the  proposed  plan  of  operation,  the  directors 
shall  within  fifteen  (15)  days  submit  for  review 
an  appropriate  revised  plan  of  operation  or  part  there- 
of. If  the  directors  fail  to  do  so,  the  commissioner 


shall  promulgate  a plan  of  operation  or  part  thereof, 
as  the  case  may  be.  The  plan  of  operation  approved 
or  promulgated  by  the  commissioner  shall  become 
effective  and  operational  upon  order  of  the  com- 
missioner. 

(d)  Amendments  to  the  plan  of  operation  may  be 
made  by  the  directors  of  the  association,  subject  to 
the  approval  of  the  commissioner,  or  shall  be  made 
at  the  direction  of  the  commissioner. 

$6832.  Policy  Forms  and  Rates. 

(a)  All  policies  issued  by  the  association  shall  pro- 
vide for  a continuous  period  of  coverage  beginning 
with  their  respective  effective  dates  and  terminating 
automatically  at  12:01  A.M.  two  years  from  the 
date  the  Association  began  underwriting  operations 
with  respect  to  their  category  of  coverage,  unless 
sooner  terminated  in  accordance  with  the  provisions 
of  this  Chapter.  All  such  policies  shall  be  issued 
subject  to  the  group  retrospective  rating  plan  and 
the  stabilization  reserve  fund  authorized  by  this 
Chapter.  All  such  policies  shall  be  written  so  as  to 
apply  only  to  injury  or  breach  of  contract  ( 1 ) which 
results  from  acts  or  omissions  during  the  policy 
period  and  (2)  which  is  discovered  and  for  which 
written  claim  is  made  against  the  insured  not  later 
than  one  year  after  the  end  of  the  policy  period.  No 
policy  form  shall  be  used  by  the  association  unless  it 
has  been  filed  with  the  commissioner  and  either  (1) 
the  commissioner  has  approved  it  or  (2)  thirty  (30) 
days  have  elapsed  and  the  commissioner  has  not  dis- 
approved it  as  misleading  or  violative  of  public  policy, 
but  only  if  such  policies  contain  a provision  that 
upon  termination  the  insured  has  the  right  on  pay- 
ment of  an  appropriate  additional  premium  to  extend 
or  remove  the  discovery  period  limitation. 

(b)  Cancellation  of  the  association’s  policies  shall 
be  governed  by  procedures  as  determined  by  the  com- 
missioner, except  that  the  association  may  also  cancel 
any  of  its  policies  in  the  event  of  non-payment  of 
any  stabilization  reserve  fund  charge  by  mailing  or 
delivering  to  the  insured  at  the  address  shown  on  the 
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policy  written  notice  stating  when  not  less  than  ten 
(10)  days  thereafter  cancellation  shall  be  effective. 
Notification  of  any  such  cancellation  shall  be  given 
to  the  appropriate  agency  for  licensure  or  professional 
registration  to  the  extent  possible. 

(c)  The  rates,  rating  plans,  rating  rules,  rating 
classifications  and  territories  applicable  to  the  insur- 
ance written  by  the  association  and  statistics  relating 
thereto  shall  be  subject  to  Chapter  25,  Title  18, 
Delaware  Code,  giving  due  consideration  to  the  past 
and  prospective  loss  and  expense  experience  for  health 
care  malpractice  insurance  written  and  to  be  written 
in  this  state,  trends  in  the  frequency  and  severity  of 
losses,  the  investment  income  of  the  association,  and 
such  other  information  as  the  commissioner  may 
require.  All  rates  shall  be  on  an  actuarially  sound 
basis,  giving  due  consideration  to  the  group  retro- 
spective rating  plan  and  the  stabilization  reserve 
fund,  and  shall  be  calculated  to  be  self-supporting. 
The  commissioner  shall  take  all  appropriate  steps  to 
make  available  to  the  association  the  loss  and  expense 
experience  of  insurers  previously  writing  health  care 
malpractice  insurance  in  this  state. 

(d)  All  policies  issued  by  the  association  shall  be 
subject  to  a non-profit  group  retrospective  rating 
plan  to  be  approved  by  the  commissioner  under  which 
the  final  premium  for  all  policyholders  of  the  asso- 
ciation, as  a group,  will  be  equal  to  the  administrative 
expenses,  loss  and  loss  adjustment  expenses  and  taxes, 
plus  a reasonable  allowance  for  contingencies  and 
servicing.  Policyholders  shall  be  given  full  credit  for 
all  investment  income,  net  of  expenses  and  a reason- 
able management  fee,  on  policyholder  supplied  funds. 
The  standard  premium  (before  retrospective  adjust- 
ment) for  each  policy  issued  by  the  association  shall 
be  established  for  portions  of  the  policy  period  coin- 
ciding with  the  association’s  fiscal  year  on  the  basis 
of  the  association’s  rates,  rating  plans,  rating  rules, 
rating  classifications  and  territories  then  in  effect. 
The  maximum  final  premium  for  all  policyholders 
of  the  association,  as  a group,  shall  be  limited  as 
provided  in  this  act.  Subject  to  the  non-profit  group 
retrospective  rating  plan  required  by  this  subsection, 
there  shall  be  a strong  presumption  that  the  rates 
filed  and  premiums  for  the  business  of  the  association 
are  not  unreasonable  or  excessive. 

(e)  The  commissioner  shall  examine  the  business 
of  the  association  as  often  as  the  commissioner  deems 
appropriate  to  make  certain  that  the  group  retro- 
spective rating  plan  is  being  operated  in  a manner 
consistent  with  this  section.  If  the  Commissioner 
finds  that  it  is  not  being  so  operated,  the  Commis- 
sioner shall  issue  an  order  to  the  association,  specify- 
ing in  what  respects  its  operation  is  deficient  and 
stating  what  corrective  action  shall  be  taken. 

(f)  The  association  shall  certify  to  the  commis- 
sioner the  estimated  amount  of  any  deficit  remaining 
after  the  stabilization  reserve  fund  has  been  exhausted 


in  payment  of  the  maximum  final  premium  for  all 
policyholders  of  the  association.  Within  sixty  (60) 
days  after  such  certification  the  commissioner  shall 
authorize  the  members  of  the  association  to  commence 
recoupment  of  their  respective  shares  of  the  deficit 
by  one  of  the  following  procedures:  (1)  applying  a 
surcharge  to  be  determined  by  the  association  at  a 
rate  not  to  exceed  two  percent  of  the  annual  pre- 
miums on  future  policies  affording  those  kinds  of 
insurance  which  form  the  basis  for  their  participation 
in  the  association  under  procedures  established  by 
the  association,  or  (2)  deducting  their  share  of  the 
deficit  from  past  or  future  (franchise  and/or  pre- 
mium) taxes  due  the  State  of  Delaware.  If  the 
commissioner  fails  within  sixty  (60)  days  to  author- 
ize one  of  the  above  procedures,  each  member  of  the 
association  may  commence  recoupment  of  its  deficit 
by  the  second  procedure  described  above.  The  asso- 
ciation shall  amend  the  amount  of  its  certification  of 
deficit  to  the  commissioner  as  the  values  of  its  in- 
curred losses  become  finalized  and  the  members  of  the 
association  shall  amend  their  recoupment  procedure 
accordingly. 

(g)  In  the  event  that  sufficient  funds  are  not 
available  for  the  sound  financial  operation  of  the 
association,  pending  recoupment  as  provided  in  sub- 
section (f)  of  this  section,  all  members  shall,  on  a 
temporary  basis,  contribute  to  the  financial  require- 
ments of  the  association  in  the  manner  established  by 
this  Act.  Any  such  contribution  shall  be  reimbursed 
to  the  members  by  recoupment  as  provided  in  sub- 
section (f)  of  this  section. 

$6833.  Stabilization  Reserve  Fund. 

(a)  There  is  hereby  created  a stabilization  reserve 
fund.  The  fund  shall  be  administered  by  three  di- 
rectors, one  of  whom  shall  be  the  commissioner  or 
his  deputy.  The  remaining  two  directors  shall  be 
appointed  by  the  commissioner.  One  shall  be  a rep- 
resentative of  the  association;  the  other  a representa- 
tive of  its  policyholders. 

(b)  The  directors  shall  act  by  majority  vote  with 
two  directors  constituting  a quorum  for  the  trans- 
action of  any  business  or  the  exercise  of  any  power 
of  the  fund.  The  directors  shall  serve  without  salary, 
but  each  director  shall  be  reimbursed  for  actual  and 
necessary  expenses  incurred  in  the  performance  of 
his  or  her  official  duties  as  a director  of  the  fund. 
In  the  absence  of  fraud  or  willful  misconduct,  the 
directors  shall  not  be  subject  to  any  personal  liability 
or  accountability  with  respect  to  the  administration 
of  the  fund. 

(c)  Each  policyholder  shall  pay  to  the  association 
a stabilization  reserve  fund  charge  equal  to  one  third 
of  each  premium  payment  due  for  insurance  through 
the  association.  Such  charge  shall  be  separately  stated 
in  the  policy.  The  association  shall  cancel  the  policy 
of  any  policyholder  who  fails  to  pay  the  stabilization 
reserve  fund  charge. 
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(d)  The  association  shall  promptly  pay  to  the 
trustee  of  the  fund  all  stabilization  reserve  fund 
charges  which  it  collects  from  its  policyholders  and 
any  retrospective  premium  refunds  payable  under  the 
group  retrospective  rating  plan  authorized  by  this 
subchapter. 

(e)  All  monies  received  by  the  fund  shall  be  held 
in  trust  by  a corporate  trustee  selected  by  the  direc- 

| tors.  The  corporate  trustee  must  be  authorized  to 
j act  as  a corporate  trustee  in  the  State  of  Delaware. 

! The  corporate  trustee  may  invest  the  monies  held  in 
j trust,  subject  to  the  approval  of  the  directors.  All 
investment  income  shall  be  credited  to  the  fund.  All 
j expenses  of  administration  of  the  fund  shall  be 
j charged  against  the  fund.  The  monies  held  in  trust 
! shall  be  used  solely  for  the  purpose  of  discharging 
when  due  any  retrospective  premium  charges  payable 
by  policyholders  of  the  association  under  the  group 
retrospective  rating  plan  authorized  by  this  Chapter. 
Payment  of  retrospective  premium  charges  shall  be 
made  by  the  directors  upon  certification  to  them  by 
the  association  of  the  amount  due.  If  all  monies  ac- 
cruing to  the  fund  are  finally  exhausted  in  payment 
of  retrospective  premium  charges,  all  liability  and 
obligations  of  the  association’s  policyholders  with 


respect  to  the  payment  of  retrospective  premium 
charges  shall  thereupon  terminate  and  shall  be  con- 
clusively presumed  to  have  been  discharged.  Any 
monies  remaining  in  the  fund  after  all  such  retro- 
spective premium  charges  have  been  paid  shall  be 
returned  to  policyholders  in  proportion  to  their  policy 
premiums  under  procedures  authorized  by  the  di- 
rectors. 

$6834.  Procedures. 

(a)  Any  licensed  physician,  hospital,  or  other 
licensed  health  care  provider  shall,  on  or  after  the 
effective  date  of  the  plan  of  operation,  be  entitled  to 
apply  to  the  association  for  such  coverage. 

(b)  If  the  association  determines  that  the  appli- 
cant meets  the  underwriting  standards  of  the  asso- 
ciation as  prescribed  in  the  plan  of  operation  and 
there  is  no  unpaid,  uncontested  premium  due  from 
the  applicant  for  prior  insurance  (as  shown  by  the 
insured  having  failed  to  make  written  objection  to 
the  premium  charges  within  thirty  days  after  billing) 
then  the  association,  upon  receipt  of  the  premium, 
or  such  portion  thereof  as  is  prescribed  in  the  plan 
of  operation,  shall  cause  to  be  issued  a policy  of 
health  care  malpractice  insurance. 


HOMEMAKERS*  is 
a national  organization 
of  home  and  health 
care  personnel. 

...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 

HOMEMAKERS®  provides  help  fhrough  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 

LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  when  you 
need  them  — a day  or  a month  — on  a regular 
schedule  or  just  when  you  call. 

HOMEMAKERS 
656-2551 


HOMEMAKERS* 

Hama  and  Haalth  Cara  Sarvicaa 
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§6  835.  Participation. 

All  insurers  which  are  members  of  the  association 
shall  participate  in  its  writings,  expenses,  servicing 
allowance,  management  fees  and  losses  in  the  propor- 
tion that  the  net  direct  premiums  of  each  such  mem- 
ber (excluding  that  portion  of  premiums  attributable 
to  the  operation  of  the  association)  written  during 
the  preceding  calendar  year  bears  to  the  aggregate 
net  premiums  written  in  this  state  by  all  members 
of  th  association.  Each  insurer’s  participation  in 
the  association  shall  be  determined  annually  on  the 
basis  of  such  net  direct  premiums  written  during 
the  preceding  calendar  year,  as  reported  in  the  an- 
nual statements  and  other  reports  filed  by  the  insurer 
with  the  commissioner. 

§6836.  Directors. 

The  association  shall  be  governed  by  a board  of 
eleven  directors,  to  be  elected  annually.  Eight  di- 
rectors shall  be  elected  by  cumulative  voting  by  the 
members  of  the  association  whose  votes  in  such  elec- 
tion shall  be  weighted  in  accordance  with  each  mem- 
ber’s net  direct  premiums  written  in  the  areas  of  in- 
surance determining  membership  in  the  Association 
during  the  preceding  calendar  year.  Three  directors 
shall  be  appointed  by  the  commissioner  as  representa- 
tives of  health  care  providers.  The  eight  member  com- 
anies  serving  on  the  first  board  shall  be  elected  at  a 
meeting  of  the  members  held  at  a time  and  place 
designated  by  the  commissioner.  The  commissioner 
shall  appoint  the  other  three  directors  serving  on  the 
first  board  on  or  before  the  date  of  such  meeting  from 
lists  of  names  tendered  to  the  Commissioner  by  all 
interested  health  care  provider  groups. 

$6837.  Appeals  and  Judicial  Review. 

(a)  Any  applicant  to  the  association,  any  person 
insured  pursuant  to  this  subchapter,  or  their  repre- 
sentatives, or  any  affected  insurer,  may  appeal  to  the 
commissioner  within  thirty  days  after  any  ruling, 
action  or  decision  by  or  on  behalf  of  the  association 
with  respect  to  transactions,  condition,  operations 
defines  as  appealable  matters. 

(b)  All  orders  of  the  commissioner  made  pursuant 
to  this  chapter  shall  be  subject  to  judicial  review  as 
provided  in  Section  333,  Title  18,  Delaware  Code. 

$6838.  Annual  Statements. 

The  association  shall  file  in  the  office  of  the  com- 
missioner annually  on  or  before  the  first  day  of 
March,  a statement  which  shall  contain  information 
with  respect  to  transactions,  condition,  operations 
and  affairs  during  the  preceding  year.  Such  state- 
ment shall  contain  such  matters  and  information  as 
are  prescribed  and  shall  be  in  such  form  as  is  ap- 
proved by  the  commissioner.  The  commissioner  may, 
at  any  time,  require  the  association  to  furnish  addi- 
tional information  with  respect  to  its  transactions, 
condition  or  any  matter  connected  therewith  con- 


sidered to  be  material  and  of  assistance  in  evaluating 
the  scope,  operation  and  experience  of  the  association. 

$6839.  Examinations. 

The  commissioner  shall  make  an  examination  into 
the  affairs  of  the  association  at  least  annually.  Such 
examination  shall  be  conducted  and  the  report  thereon 
filed  in  the  manner  prescribed  in  Chapter  3,  Title  18, 
Delaware  Code  of  the  insurance  law.  The  expenses  of 
every  such  examination  shall  be  borne  and  paid  by  the 
association  in  the  manner  prescribed  by  Section  326j 
Title  18,  Delaware  Code. 

$6840.  Privileged  Communications. 

There  shall  be  no  liability  on  the  part  of,  and  no 
cause  of  action  of  any  nature  shall  arise  against  the 
association,  the  commissioner,  or  his  authorized  repre- 
sentatives or  any  other  person  or  organization,  for 
any  statements  made  in  good  faith  by  them  during 
any  proceeding  or  concerning  any  matters  within 
the  scope  of  this  chapter. 

$6841.  Public  Officers  or  Employees. 

No  member  of  the  board  of  directors  of  the  stabili- 
zation reserve  fund  who  is  otherwise  a public  officer 
or  employee  shall  suffer  a forfeiture  of  his  or  her 
office  or  employment  or  any  loss  or  diminution  in 
the  rights  and  privileges  appertaining  thereto,  by 
reason  of  membership  on  the  board  of  directors  of  the 
stabilization  reserve  fund. 

SUBCHAPTER  VI.  GENERAL  PROVISIONS 

$6850.  Legal  Terms  as  at  Common  Law. 

Any  legal  term  or  word  of  art  used  in  this  Chapter, 
not  otherwise  defined,  shall  have  such  meaning  as  is 
consistent  with  the  common  law. 

$6851.  Agreement  Assuring  Result  to  be  in 
Writing. 

No  liability  shall  be  imposed  upon  any  health  care 
provider  on  the  basis  of  an  alleged  breach  of  contract, 
express  or  implied,  assuring  results  to  be  obtained 
from  undertaking  or  not  undertaking  any  diagnostic 
or  therapeutic  procedure  in  the  course  of  health  care, 
unless  such  contract  is  set  forth  in  writing  and  signed 
by  such  health  care  provider  or  by  an  authorized 
agent  of  such  health  care  provider. 

$68  52.  Informed  Consent. 

(a)  No  recovery  of  damages  based  upon  a lack  of 
informed  consent  shall  be  allowed  in  any  action  for 
malpractice  unless: 

( 1 ) The  injury  alleged  involved  a non-emergency 
treatment,  procedure  or  surgery,  and 

(2)  The  injured  party  proves  by  a preponderance 
of  evidence  that  the  health  care  provider  did 
not  supply  information  regarding  such  treat- 
ment, procedure  or  surgery  to  the  extent  cus- 
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tomarily  given  to  patients,  or  other  persons 
authorized  to  give  consent  for  patients,  by 
other  licensed  health  care  providers  with  simi- 
lar training  and/or  experience  in  the  same 
or  similar  health  care  communities  as  that  of 
the  Defendant  at  the  time  of  the  treatment, 
procedure  or  surgery. 

(b)  In  any  action  for  malpractice,  in  addition  to 
other  defenses  provided  by  law,  it  shall  be  a defense 
to  any  allegation  that  such  health  care  provider 
treated,  examined  or  otherwise  rendered  professional 
care  to  an  injured  party  without  his  or  her  informed 
consent  that: 

(1)  A person  of  ordinary  intelligence  and  aware- 
ness in  a position  similar  to  that  of  the  injured 
party  could  reasonably  be  expected  to  appreci- 
ate and  comprehend  hazards  inherent  in  such 
treatment;  or 

(2)  The  injured  party  assured  the  health  care  pro- 
vider he  or  she  would  undergo  the  treatment 
regardless  of  the  risk  involved  or  that  he  or 
she  did  not  want  to  be  given  the  information 
or  any  part  thereof  to  which  he  or  she  could 
otherwise  be  entitled;  or 

(3)  It  was  reasonable  for  the  health  care  provider 
to  limit  the  extent  of  his  or  her  disclosures  of 
the  risks  of  the  treatment,  procedure  or  sur- 
gery to  the  injured  party  because  further  dis- 
closure could  be  expected  to  affect  adversely 
and  substantially,  the  injured  party’s  condi- 
tion, or  the  outcome  of  the  treatment,  pro- 
cedure or  surgery. 

§685 5. Requirement  of  Expert  Medical  Testimony. 

No  liability  shall  be  based  upon  asserted  negligence 
unless  expert  medical  testimony  is  presented  as  to  the 
alleged  deviation  from  the  applicable  standard  of 
care  in  the  specific  circumstances  of  the  case  and  as 
to  the  causation  of  the  alleged  personal  injury  or 
death,  except  that  such  expert  medical  testimony 
shall  not  be  required  if  a malpractice  review  panel 
has  found  negligence  to  have  occurred  and  to  have 
caused  the  alleged  personal  injury  or  death  and  the 
opinion  of  such  panel  is  admitted  into  evidence;  pro- 
vided, however,  that  a rebuttable  inference  that  per- 
sonal injury  or  death  was  caused  by  negligence  shall 
arise,  where  evidence  is  presented  that  the  personal 
injury  or  death  occurred  in  any  one  or  more  of  the 
following  circumstances:  (1)  a foreign  object  was 
unintentionally  left  within  the  body  of  the  patient 
following  surgery,  or  (2)  an  explosion  or  fire  origi- 
nating in  a substance  used  in  treatment  occurred  in 
the  course  of  treatment,  or  (3)  a surgical  procedure 
was  performed  on  the  wrong  patient  or  the  wrong 
organ,  limb,  or  part  of  the  patient’s  body.  Except 
as  otherwise  provided  herein,  there  shall  be  no  infer- 


ence or  presumption  of  negligence  on  the  part  of  a 
health  care  provider. 

$68  34.  Expert  Witness. 

No  person  shall  be  competent  to  give  expert  medi-, 
cal  testimony  as  to  applicable  standards  of  skill  and 
care  unless  such  person  is  familiar  with  that  degree 
of  skill  ordinarily  employed  in  the  community  or 
locality  where  the  alleged  malpractice  occurred,  under 
similar  circumstances,  by  members  of  the  profession 
practiced  by  the  health  care  provider;  provided,  how- 
ever, that  any  such  expert  witness  need  not  be 
licensed  in  the  State  of  Delaware. 

$683  3.  Punitive  Damages. 

In  any  action  for  malpractice,  punitive  damages 
may  be  awarded  only  if  it  is  found  that  the  injury 
complained  of  was  maliciously  intended  or  was  the 
result  of  willful  or  wanton  misconduct  by  the  health 
care  provider  and  may  be  awarded  only  if  separately 
awarded  by  the  trier  of  fact  in  a separate  finding 
from  any  finding  of  compensatory  damages  which 
separate  finding  shall  also  state  the  amounts  being 
awarded  for  each  such  category  of  damages.  Injuries 
shall  not  be  considered  maliciously  intended  in  in- 
stances in  which  unforeseen  damage  or  injury  results 
from  intended  medication,  manipulation,  surgery, 
treatment  or  the  intended  omission  thereof,  ad- 
ministered or  omitted  without  actual  malice  or  if 
the  intended  treatment  is  applied  or  omitted  by  mis- 
take to  or  for  the  wrong  patient  or  wrong  organ. 

$68  36.  General  Limitations. 

No  action  for  the  recovery  of  damages  upon  a 
claim  against  a health  care  provider  for  personal 
injury  or  death  arising  out  of  malpractice  shall  be 
brought  after  the  expiration  of  two  years  from  the 
date  upon  which  such  injury  or  death  occurred;  pro- 
vided, however,  that  (i)  solely  in  the  event  of  per- 
sonal injury  the  occurrence  of  which,  during  such 
period  of  two  years,  was  unknown  to  and  could  not 
in  the  exercise  of  reasonable  diligence  have  been  dis- 
covered by  the  injured  person,  such  action  may  be 
brought  prior  to  the  expiration  of  three  years  from 
the  date  upon  which  such  injury  occurred,  and  not 
thereafter  and  (ii)  a minor  under  the  age  of  six  (6) 
years  shall  have  until  the  latter  of  time  for  the 
bringing  of  such  an  action  as  provided  for  hereinabove 
or  until  the  minor’s  sixth  (6th)  birthday  in  which 
to  bring  an  action. 

$6837.  Savings  Clause. 

The  provisions  of  this  Chapter  apply  to  actions, 
cases  and  proceedings  brought  after  the  effective 
date  of  this  Chapter  and  also  apply  to  any  further 
conduct  of  actions,  cases  and  proceedings  then  pend- 
ing, except  to  the  extent  that  application  of  the 
provisions  of  this  Chapter  would  not  be  feasible,  or 
would  work  injustice,  in  which  event  former  pro- 
cedures apply. 
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Testing  in  Humans: 
Who, Where  & When. 


/eight  of  ethical  opinion: 

w would  disagree  that  the  effective- 
id  safety  of  any  therapeutic  agent 
ce  must  be  determined  through 
l research. 

t now  the  practice  of  clinical  re- 
is  under  appraisal  by  Congress,  the 
nd  the  general  public.  Who  shall 
ister  it?  On  whom  are  the  products 
ssted?  Under  what  circumstances? 
ow  shall  results  be  evaluated  and 
1? 

e Pharmaceutical  Manufacturers 
ation  represents  firms  that  are  sig- 
tly  engaged  in  the  discovery  and 
pment  of  new  medicines,  medical 
s and  diagnostic  products.  Clinical 
:h  is  essential  to  their  efforts.  Con- 
ltly,  PMA  formulated  positions 
it  submitted  on  July  1 1, 1975,  to 
bcommittee  on  Health  of  the  Sen- 
ior and  Public  Welfare  Committee, 
fficial  policy  recommendations. 

.re  the  essentials  of  PMA’s  current 
ug  in  this  vital  area, 

PMA  supports  the  mandate  and 
n of  the  National  Commission  for 
Dtection  of  Human  Subjects  of 
dical  and  Behavioral  Research  and 
o establish  a special  committee 
>sed  of  experts  of  appropriate 
lines  familiar  with  the  industry’s 
:h  methodology  to  volunteer  its 
; to  the  Commission. 

PMA  supports  the  formation  of  an 
indent,  expert,  broadly  based  and 
entative  panel  to  assess  the  current 
f drug  innovation  and  the  impact 
t of  existing  laws,  regulations  and 
lures. 

When  FDA  proposes  regulations, 
lid  prepare  and  publish  in  the  Fed- 
egister  a detailed  statement  assess- 
e impact  of  those  regulations  on 
nd  device  innovation. 

PMA  proposes  that  an  appropri- 
liualified  medical  organization  be 
raged  to  undertake  a comprehen- 
udy  of  the  optimum  roles  and 
hsibilities  of  the  sponsor  and  physi- 
?hen  company-sponsored  clinical 
ch  is  performed  by  independent 
il  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7*  PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  . PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 


P-M-A 

itttfF 


Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.  W 
Washington,  D.  C.  20005 


Delaware  Medical  Malpractice  Commission  Bill 


SUBCHAPTER  VII.  COMPENSATION  FOR 
HEALTH  CARE  INJURIES 

$6861.  Advance  Payment,  Evidence  Thereof. 

(a)  Any  advance  payment  made  by  a defendant 
health  care  provider  or  the  provider’s  insurer  to  or  for 
a plaintiff  or  any  other  person,  shall  not  be  construed 
as  an  admission  of  liability  for  injuries  or  damages 
suffered  by  the  Plaintiff  or  anyone  else  in  an  action 
brought  for  health  care  malpractice. 

(b)  Evidence  of  an  advance  payment  shall  not  be 
admissible  unless  there  is  a final  judgment  in  favor 
of  the  plaintiff,  in  which  event  the  Court  shall  reduce 
the  judgment  to  the  plaintiff  to  the  extent  of  the 
advance  payment.  The  advance  payment  shall  inure 
to  the  exclusive  credit  of  the  defendant  or  the  de- 
fendant’s insurer  making  the  payment.  In  the  event 
the  advance  payment  exceeds  the  liability  of  the  de- 
fendant or  the  insurer  making  it,  the  Court  shall 
order  any  adjustment  necessary  to  equalize  the 
amount  which  each  defendant  is  obligated  to  pay, 
exclusive  of  costs.  In  no  case  shall  an  advance  pay- 
ment in  excess  of  an  award  be  repayable  by  the  per- 
son receiving  it. 

$6862.  Collateral  Source. 

In  any  medical  malpractice  action  for  damages 
because  of  property  damage  or  bodily  injury,  includ- 
ing death  resulting  therefrom,  there  may  be  intro- 
duced, and  the  trier-of-fact  shall  consider  evidence 
of:  (1)  any  and  all  facts  available  as  to  all  sums 


payable  to  the  person  seeking  such  damages  (includ- 
ing all  sums  which  will  probably  be  paid  or  payable 
to  such  person  in  the  future)  on  account  of  such 
property  damage  or  bodily  injury  (including  wage 
continuation  by  an  employer)  by  any  person  or  per- 
sons and  (2)  any  and  all  changes,  including  prospec- 
tive changes,  in  the  marital,  financial  or  other  status 
of  any  person  seeking  or  benefiting  from  such  dam- 
ages known  to  the  parties  at  the  time  of  trial;  pro- 
vided, however,  the  provisions  of  this  Section  shall 
not  be  applicable  to  life  .insurance. 

$6863.  Non-assignability  of  Claims. 

A claim  for  compensation  under  this  Chapter  is 
not  assignable;  provided,  however,  that  rights  of  sub- 
rogation shall  not  be  deemed  to  constitute  assign- 
ment. 

$6864.  Periodic  Payments ; Reduction  of  Awards 
in  Event  of  Certain  Contingencies. 

(a)  Where  a person  recovers  a judgment  against 
a health  care  provider,  the  Court  may,  after  making 
a determination  as  to  the  amount  of  such  judgment 
which  was  awarded  as  compensation  for  future  pain 
and  suffering,  if  any,  the  amount  of  such  judgment 
awarded  for  future  expenses  of  care  of  the  injured 
party  made  necessary  by  reason  of  the  injury  involved, 
if  any,  and  the  amount  of  such  judgment  awarded 
as  compensation  for  any  other  future  damages,  if 
any,  direct  that: 

(1)  There  shall  be  deducted  from  the  award,  and 
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paid  to  the  Plaintiff,  an  amount  sufficient  to  cover 
the  plaintiff’s  attorney  fees,  expenses  related  to  the 
litigation  and  expenses  incurred  for  past  health  care; 

(2)  The  remainder  of  the  award  shall  be  paid  to 
the  plaintiff  in  monthly  installments  in  an  amount 
set  by  the  Court. 

(b)  If  a plaintiff  receiving  installment  payment 
of  a judgment  shall  die  prior  to  the  receipt  by  the 
plaintiff  or  on  the  plaintiff’s  behalf  of  all  such  in- 
stallment payments,  the  Court  shall  deduct  from  the 
total  of  the  installment  payments  then  remaining 
unpaid  the  amount  thereof  representing  compensa- 
tion for  future  pain  and  suffering  and  future  ex- 
penses of  care  made  necessary  by  the  injury  involved, 
shall  cause  the  balance  of  all  such  installments  after 
such  deduction  to  be  paid  to  the  estate  of  the  plain- 
tiff so  dying,  and  shall  cause  such  judgment  to  be 
marked  satisfied. 

(c)  If  the  plaintiff  receiving  installment  pay- 
ments should  die  after  the  expiration  of  a twenty 
(20)  year  period  from  the  date  of  the  award,  then 
the  income  shall  automatically  terminate  as  of  the 
date  of  the  plaintiff’s  death. 

§6865.  Limitation  on  Attorney’s  Fees. 

(a)  The  amount  of  the  claimant’s  attorney’s  fees 
may  not  exceed  the  amounts  in  the  following  sched- 
ule: 

(1)  35%  of  the  first  $100,000.00  of  damages; 

(2)  25%  of  the  next  $100,000.00  of  damages; 

(3)  10%  of  the  balance  of  any  awarded  damages. 

(b)  Notwithstanding  the  provisions  of  Subsection 
(a),  a claimant  has  the  right  to  elect  to  pay  for  the 
attorney’s  services  on  a mutually  satisfactory  per 
diem  basis.  The  election,  however,  must  be  exercised 
in  written  form  at  the  time  of  employment. 

SUBCHAPTER  VIII.  STUDY  COMMISSION 

56870.  Study  Commission. 

(a)  The  Delaware  Health  Care  Injury  Insurance 
Study  Commission  is  hereby  created,  consisting  of 
the  following  members:  The  Commissioner,  the  Sec- 
retary of  Health  and  Social  Services,  and  thirteen 
members  to  be  appointed  by  the  Governor.  Of  the 
thirteen  members  appointed  by  the  Governor  two 
shall  be  representatives  of  the  joint  underwriting  as- 
sociation if  one  is  established  pursuant  to  this  act 
or  otherwise  be  from  the  insurance  industry  and 
familiar  with  health  care  malpractice  problems  and 
not  an  agent  or  broker;  two  shall  be  licensed  to  prac- 
tice medicine;  one  shall  be  a representative  of  a 
licensed  hospital;  one  shall  be  from  a category  of 
health  care  provider  not  represented  above;  two  shall 
be  members  of  the  legal  profession;  one  shall  be  a 
licensed  insurance  agent  or  broker;  and  four  shall  bfe 
representatives  of  the  general  public,  unaffiliated  with 
the  insurance  or  health  care  industries  or  the  health 
care  or  legal  professions. 
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(b)  The  Commissioner  shall  be  the  chairperson  of 
the  commission.  Nine  of  the  commission  members 
then  in  office  shall  constitute  a quorum  for  the 
transaction  of  any  business  or  the  exercise  of  any 
power  or  function  of  the  commission.  The  affirma- 
tive vote  by  a majority  of  the  commission  members 
present  at  a duly  called  and  noticed  meeting  at  which 
there  is  a quorum  shall  be  required  to  exercise  any 
power  or  function  of  the  commission.  Each  member 
shall  be  entitled  to  one  vote  on  all  matters  which 
may  come  before  the  commission.  The  commission 
may  delegate  to  one  or  more  of  its  members  such 
duties  as  it  deems  proper. 

(c)  The  Commissioner  and  the  Secretary  of  Health 
and  Social  Services  may  designate  a deputy  or  other 
officer  of  their  agencies  to  exercise  their  power  and 
perform  their  duties,  including  the  right  to  vote 
on  the  commission. 

(d)  Each  member  of  the  commission  shall  be  al- 
lowed the  necessary  and  actual  expenses  which  the 
member  shall  incur  in  the  performance  of  the  mem- 
ber’s duties  under  this  chapter. 

56871.  Submission  of  Reports  and  Proposed 
Legislation. 

(a)  On  or  before  May  first,  nineteen  hundred 
seventy-seven,  the  commission,  in  cooperation  and 
consultation  with  appropriate  state  and  federal 
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agencies,  the  health  care  and  legal  professions,  the 
insurance  industry  and  representatives  of  the  general 
public,  shall  prepare  and  submit  to  the  Governor  and 
General  Assembly  its  report  and  recommendations  as 
to  the  effectiveness  of  this  act  and  any  recommenda- 
tions it  may  deem  appropriate  as  to  any  aspect  of 
the  health  care  system,  including  the  form  of  sug- 
gested legislation. 

(b)  The  goal  of  the  commission  shall  be  to  review 
this  system  created  by  this  act  and  determine  if  it  is 
then  in  neeed  of  modification  and  to  review  and  make 
recommendations  as  to  any  other  aspects  of  Delaware’s 
health  care  system. 

SUBCHAPTER  IX.  SEVERABILITY 

$6880.  Invalidity  of  Part  Not  to  Invalidate 
Whole. 

If  a provision  of  this  Chapter  or  its  application 
to  a person  or  circumstance  is  held  invalid,  the  in- 
validity shall  not  affect  other  provisions  or  applica- 
tion, and  to  this  end  the  provisions  of  this  Chapter 
shall  be  severable. 

Section  2.  Amend  Title  10,  Delaware  Code,  by  add- 
ing thereto  a new  section  to  be  designated  as  $570 
to  read  as  follows: 

"$570.  Health  Care  Malpractice  Litigation. 

(a)  All  health  care  malpractice  claims  shall  be 
brought  in  the  Superior  Court  by  the  means  of 
filing  a complaint  in  the  Superior  Court  in  the 
manner  set  forth  in  Chapter  68  of  Title  18,  Dela- 
ware Code. 

(b)  The  Judges  of  the  Superior  Court  or  a ma- 
jority of  them,  may,  from  time  to  time,  adopt  and 


promulgate  such  rules  as  they  are  permitted  to 
promulgate  in  Chapter  68,  Title  18,  Delaware 
Cods,  or  which  they  deem  necessary  for  the  regu-  1 
lation  of  the  practice  and  procedure  relating  to  the 
commencement,  trial,  hearing  and  determination 
of  civil  actions  in  the  Superior  Court  and  especially 
relating  to  the  malpractice  review  panels  provided 
for  in  subchapter  3 of  Chapter  68,  Title  18,  Dela- 
ware Code,  in  health  care  malpractice  litigation. 
Such  rule  making  power  shall  be  in  addition  to  all 
such  role  making  powers  otherwise  granted  to  the 
Judges  of  the  Superior  Court  in  this  Title.” 

Section  3.  Further  amend  Title  10,  Delaware  Code, 
by  adding  thereto  a new  section  to  be  designated  as 
$8130  to  read  as  follows: 

"$8130.  Health  Care  Malpractice  Actions 
Limitations. 

No  action  for  the  recovery  of  damages  upon 
a claim  based  upon  alleged  health  care  malpractice, 
whether  in  the  nature  of  a tort  action  or  breach 
of  contract  action,  shall  be  brought  after  the  ex- 
piration of  the  time  period  for  bringing  such  action 
set  forth  in  $68  56  of  Title  18,  Delaware  Code.” 

Section  4.  The  sum  of  fifty  thousand  dollars 
($50,000.00)  is  hereby  appropriated  from  the  General 
Fund  of  the  State  of  Delaware  for  payment  of  sums 
due  pursuant  to  the  operations  of  the  malpractice 
review  panels  as  provided  in  this  Chapter.  This  ap- 
propriation shall  be  considered  as  a supplementary 
appropriation  and  shall  be  paid  by  the  State  Treasurer 
from  funds  not  otherwise  appropriated  and  shall 
revert  if  not  used  at  the  end  of  the  fiscal  year. 

Section  5.  This  Act  shall  become  effective  with 
the  signature  of  the  Governor. 
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PHYSICIAN'S  ASSISTANT:  Hahnemann  graduate 
1975,  Navy  Corpsman  6 years.  Looking  for  position 
with  Internist,  Family  Practitioner,  or  Orthopedist. 
Excellent  references.  Resume  upon  request. 

SURGICAL  ONCOLOGIST:  Available  July  1976. 

Graduate  New  York  Medical  College.  Board-Certi- 
fied; licensed  in  5 states. 

OB-GYN:  Available  April  1977.  Graduate  of  Uni- 
versity of  Illinois  Medical  School,  residency  at  Johns 


Hopkins.  Board-Eligible. 

CARDIOLOGIST:  Graduate,  Osmania  Medical  Col- 
lege, India,  1968.  Board-Certified.  Residency  at 
Queens  Hospital  Center,  New  York  City. 

PHYSICIAN'S  ASSISTANT:  Graduating  in  June  (2- 

year  program).  Primarily  interested  in  Family  Prac- 
tice but  will  consider  other  fields.  Contact:  Geoffrey 
LaGary,  2103  Davis  Street,  Iowa  City,  Iowa.  (319) 
337-5604. 
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Dear  Doctor: 

If  we  don't  know  who  you  are  . . . 

Where  you  live  . . . 

What  car  you  own  . . . 

and  you  won't  contact  us  . . . 

. . . How  are  we  going  to  sell  you  your  next  car? 

We  realize,  because  of  the  tremendous  demand  upon  your 
time,  that  you  cannot  answer  our  call! 

Therefore  won't  you  or  your  wife  call  us! 

We  would  like  to  loan  you 

"The  American  Answer  . . . Seville  by  Cadillac." 

Drive  it  for  a day  or  two  . . . 

We  think  you  will  like  it! 

Please  call  us! 


Very  sincerely. 


DELAWARE 
MOTOR  SALES 


PENNSYLVANIA  AVE.  & DU  PONT  ST./  WILMINGTON,  DELAWARE  19806 

PURCHASE  • LEASE  • FINANCE 
655-6361 





Speakers  on  Speakers  for  April  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

"Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  April  6,  Ronald  C.  Corbalis, 
M.D.,  New  Paramedic  Ambulance  Program;  April  13,  James  P.  Aikins,  M.D., 
Post-Operative  Respiratory  Complications;  April  20,  Jeffrey  Komins,  M.D.,  Pre- 
vention of  Birth  Defects;  April  27,  Park  W.  Huntington,  Jr.,  M.D.,  The  Hospital 
Environment. 

In  the  News  Henry  R.  Cowell,  M.D.  has  been  eleoted  vice  president  of  the  American  Ortho-i 

paedic  Foot  Society. 

Robert  D.  Hunt,  M.D.,  Wilmington,  is  serving  a volunteer  tour  of  duty  with 
CARE-MEDICO  in  Santo  Domingo.  Doctor  Hunt  will  assist  operations  and 
instruct  resident  physicians  and  technicians  in  the  latest  techniques  of  anes- 
thesiology. 


James  F.  Flanders,  M.D.,  Wilmington,  has  been  appointed  director  of  the  medical 
department  of  Hercules  Inc.  effective  May  1. 


Bicentennial 

Archives 


Gallstone 

Study 


NIH  Study 


The  American  Revolution  Bicentennial  Administration  (ARBA)  has  invited  citi-i 
zens  around  the  nation  to  submit  their  opinion  of  the  state  of  the  nation  as  it 
enters  its  third  century  and  their  hopes  for  the  future.  In  keeping  with  the 
grass  roots  nature  of  the  celebration  of  America’s  200th  birthday,  ARBA  wishes 
to  include  the  opinions  of  Americans  in  the  Bicentennial  archives  now  in  the 
process  of  being  organized.  Some  of  the  letters  received  will  be  selected  at 
random  for  publication  in  the  special  issue  of  the  Bicentennial  Times  planned 
for  July  1976.  Letters  should  not  exceed  50  words  and  should  include  a simple; 
identification  of  current  concerns  and  a succinct  statement  of  hopes  for  the  future 
Send  your  letters  to  “Citizens  76”,  Bicentennial  Times,  American  Revolution 
Bicentennial  Administration,  2401  E Street,  N.W.,  Washington,  D.C.  20276,  nc 
later  than  May  31. 

The  Hospital  of  the  University  of  Pennsylvania  requests  referral  of  patients  foi 
the  National  Cooperative  Gallstone  Study.  Criteria  for  admission  are  the  pres  j 
ence  of  radiolucent  gallstones  in  a functioning  gallbladder  and  the  patient  i: 
either  female  (post-menopausal  or  post-hysterectomy)  or  male,  between  21  anc 
70  years  of  age.  Exclusion  criteria  include  excessive  obesity,  liver  disease,  in 
flammatory  bowel  disease,  severe  heart  disease,  or  malignancy.  For  informatior 
contact:  Gallstone  Study,  570  Maloney  Building,  Hospital  of  the  University  oil 
Pennsylvania,  3600  Spruce  Street,  Philadelphia,  Pennsylvania  19104.  Telephone 
(215)  662-3542. 

Physicians  are  requested  to  refer  patients  with  small  cell  (“oat  cell”)  carcinom<| 
of  the  lung  for  evaluation  and  treatment  for  a study  being  conducted  by  th<j 
National  Cancer  Institute’s  Radiation  Oncology  Branch  at  the  Clinical  Center; 
National  Institutes  of  Health,  Bethesda,  Maryland.  For  information  contact  j 
Harmar  D.  Brereton,  M.D.,  Clinical  Center,  Room  B3B-38,  National  Institute 
of  Health,  Bethesda,  Maryland  20014.  Telephone  (301)  496-5457. 
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; Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
I,  Delaware  now  has  four  branches  to  serve  you.  They 
, located  in  Wilmington,  Newark,  and  Dover,  with  a 
psidiary  laboratory  in  Downington,  Pennsylvania.  (All 
oratories  are  state  licensed  and  have  Medicaid  and 
dicare  approval.  The  main  laboratory  in  Wilmington 
federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
dical  and  industrial  community  including:  histology, 


WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MONDAY-FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
MONDAY-FRIDAY 8-5  PM  and  SATURDAY8-12NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
M 0 N D A Y-  FR I DAY  8-  5 PM  a n d S ATU  R D AY  8- 1 2 N 00 N 

| PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


cytology,  bacteriology,  chemistry,  hematology,  immuno- 
hematology,  chemistry  profiles  (SMA  12/60),  automated 
gas  chromatography,  thin-layer  chromatography,  drug 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available. 

For  your  convenience,  daily  pick-up  of  specimens 
within  the  range  of  the  laboratory  branches  is  provided. 


PROFESSIONAL  CLIIICIL  LABORIIORIES,  INC. 

sional  Building  Suite  202  • Augustine  Cut-off  Wilmington,  Delaware  19803  • PHONE:  302  - 655-9621 


In  Brief 


CLINICAL  NOTICES  AND  MEETINGS 

Rural  Health  The  American  Medical  Association  will  sponsor  the  29th  National  Conference  on 

Conference  Rural  Health  in  Phoenix,  Arizona,  April  7-9.  The  theme  of  the  conference  will  be 

Horizons  for  Health  in  Century  3:  Health  Services  for  the  Rural  Population.  Regis- 
tration fee  $40.  For  information  contact:  Bond  L.  Bible,  Ph.D.,  Department  of  Rural 
and  Community  Health,  American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610.  Telephone  (312)  751-6000. 

The  Spring  Session  of  the  American  Academy  of  Pediatrics  will  be  held  April  11-15 
in  Philadelphia,  Pennsylvania.  Reports  will  be  presented  on  the  latest  advances  in 
research,  as  well  as  practical  considerations  of  common  child  health  problems.  Regis- 
tration no  later  than  March  28.  For  information  contact:  American  Academy  of 
Pediatrics,  Box  1034,  Evanston,  Illinois  60204.  Telephone  (312)  869-4255. 

An  interspecialty  postgraduate  seminar  on  the  spine  will  be  held  April  12-14  in 
Phoenix,  Arizona.  Noted  orthopedic  surgeons  and  radiologists  will  be  members  of  the 
guest  faculty.  The  fee  for  the  course  is  $110.  For  information  contact:  Austin  R. 
Sandrock,  M.D.,  Department  of  Radiology,  Maricopa  County  General  Hospital,  2601  i 
E.  Roosevelt,  Phoenix,  Arizona  85008.  Telephone  (602)  267-5011. 

The  Pennsylvania  Chapter  of  the  American  College  of  Emergency  Physicians  and  the 
Emergency  Department  Nurses  Association  will  sponsor  the  Fifth  Annual  Joint 
Scientific  Assembly,  April  20-23,  in  Hershey,  Pennsylvania.  For  information  contact: 
H.  Arnold  Muller,  M.D.,  Director,  Emergency  Care  Unit,  Hershey  Medical  Center,  ' 
Hershey,  Pennsylvania. 

i 

The  fourth  annual  meeting  of  the  American  College  of  Surgeons  will  be  held  in  Boston, 
Massachusetts,  April  26-29.  The  main  purpose  of  the  meeting  will  be  postgraduate 
education  with  special  emphasis  on  the  following  topics:  Surgical  Infections  and  Anti- 
biotics; Endocrine-  and  Hormone- Producing  Tumors;  Duodenal  Ulcer  Disease;  The 
Cervical  Spine:  Injuries,  Disc  Lesions,  Spondylosis;  Fluids,  Electrolytes,  and  Acid- 
Base  Balance;  Hematologic  Problems  in  Surgery;  Thoracic  Trauma  and  Pulmonary  ' 
Insufficiency;  Orthopaedic  Surgery — Hand  Injuries,  Ankle  Injuries,  and  Back  Pain  1976. 
There  will  also  be  general  lectures,  panel  discussions,  and  symposia  on  disseminated  * 
breast  cancer,  the  federal  government  and  the  surgical  profession,  biliary  tract  surgery, 
and  peripheral  vascular  disease.  For  information  contact:  S.  Frank  Arado,  American  j 
College  of  Surgeons,  55  E.  Erie  Street,  Chicago,  Illinois  60611.  Telephone  (312)  664- 
4050. 

Cardiology  Course  The  American  Heart  Association  will  present  a course  on  Echocardiography  at  the 
Bedside:  A Problem  Oriented  Approach,  in  New  York  City,  April  29-May  1.  The 
course  will  highlight  echocardiographic  data  gathered  over  the  past  several  years  and  i 
explore  the  role  of  echocardiography  in  the  evaluation  of  common  clinical  problems. 
For  information  contact:  Administrator,  Postgraduate  Courses,  American  Heart  As- 
sociation, 7320  Greenville  Avenue,  Dallas,  Texas  75321. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson,  UN, 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 


Emergency  Care 
Meeting 


American  College 
of  Surgeons 


American  Academy 
of  Pediatrics 
Meeting 


Seminar  on 
the  Spine 
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* According  to  her  major 
Ibtoms,  she  is  a psychoneu- 
tj  patient  with  severe 
J;ty.  But  according  to  the 
iption  she  gives  of  her 
mgs,  part  of  the  problem 
nil'  sound  like  depression. 

§is  because  her  problem, 

I ugh  primarily  one  of  ex- 
'/e anxiety,  is  often  accom- 
:d  by  depressive  symptom- 
gy.  Valium  (diazepam) 
rovide  relief  for  both— as 
ccessive  anxiety  is  re- 
i,  the  depressive  symp- 
(i  associated  with  it  are  also 
'ill  relieved. 

ji  ’here  are  other  advan- 
;i  in  using  Valium  for  the 
jijigement  of  psychoneu- 
Janxiety  with  secondary 
Jpssive symptoms:  the 
Jiatherapeutic  effect  of 
ilm  is  pronounced  and 
)j . This  means  that  im- 
Jbment  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Valium 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


it 

i 

s 


I lance  because  of  their  predisposi- 
I habituation  and  dependence.  In 
■ancy,  lactation  or  women  of  child- 
ig  age,  weigh  potential  benefit 
I t possible  hazard, 
nutions:  If  combined  with  other  psy- 
ffipics  or  anticonvulsants,  consider 
jjj  lly  pharmacology  of  agents  em- 
| ; drugs  such  as  phenothiazines, 

| ics,  barbiturates,  MAO  inhibitors 
per  antidepressants  may  potentiate 
on.  Usual  precautions  indicated  in 
ts  severely  depressed,  or  with  latent 
Ision,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* * 


ORAL  CONTRACEPTIVES  — BREAST  CANCER  — CLINICAL  TRIALS 


There  has  been  a great  deal  of  concern  for 
many  years  about  the  carcinogenic  effect  of  exo- 
genous estrogens  in  women.  The  prevalent  use 
of  Premarin  (Ay erst)  for  the  post-menopausal 
woman  and  the  use  of  steroid  hormones  for  the 
prevention  of  pregnancy  expose  a large  number 
of  American  women  to  this  possible  hazard. 

To  investigate  the  possible  relationship  be- 
tween oral  contraceptives  and  the  development 
of  breast  cancer  or  benign  breast  lesions,  Fasal 
and  associates  of  the  California  State  Depart- 
ment of  Health  in  Berkeley,  California,  con- 
ducted a three-year  case  control  study  of  770 
women  from  the  San  Francisco  Bay  area.  The 
relative  risk  of  developing  cancer  or  benign 
breast  disease  was  measured  and  analyzed.  Ac- 
cording to  their  review,  there  is  no  real  evidence 
that  oral  contraceptives  induced  breast  cancer, 
but  there  are  two  puzzling  findings: 

1.  An  increased  breast  cancer  risk  associated 
with  oral  contraceptive  use  of  not  less  than 
two  nor  more  than  four  years. 

2.  A substantial  risk  of  breast  cancer  for  long 
term  users — those  who  had  used  the  pill  for 
six  or  more  years  and  who  had  also  had  a 
prior  breast  biopsy  for  benign  disease. 

The  authors  recommended  that  women  with 
documented  evidence  of  benign  breast  disease 
be  advised  to  use  contraceptive  measures  other 
than  steroid  hormones.  With  an  estimated  10 
million  women  presently  using  steroid  hormones 
for  this  purpose,  the  full  impact  will  probably 
not  be  measured  or  understood  for  at  least  an- 
other decade. 

The  medical  world  has  been  impressed  by  the 
recent  report  of  an  Italian  investigator  that 
women  with  breast  cancer  who  had  been  placed 
on  a combination  chemotherapy  regime  shortly 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*An  NCI-supported  agency  located  at  1200  Jefferson 


Leslie  W.  Whitney,  M.D. 

after  radical  mastectomy  are  protected  from  re- 
current disease. 

Only  5.3%  of  some  386  post-mastectomy  pa- 
tients showed  recurrent  disease  while  under 
study.  These  clinical  trials  are  conducted  by 
Dr.  Gianni  Bonadonna.  A CMF  regime  (cyclo- 
phosphamid,  methotrexate,  5-flourouracil)  was 
given  to  a group  of  treated  patients,  and  a con- 
trol group  received  no  medication.  Treatment 
was  given  to  270  patients;  179  served  as  controls. 
These  clinical  trials  apparently  have  given  much 
better  results  than  the  use  of  the  single  agent 
L-phenylalanine  (L-Pam,  Burroughs-Wellcome) . 
All  of  the  patients  of  this  study  had  at  least  one 
positive  lymph  node. 

It  seems  apparent  from  this  report  that  ad- 
juvant chemotherapy  is  effective  in  preventing  a 
recurrence  in  patients  with  a high  risk  of  develop- 
ing disseminated  breast  cancer  as  a natural  part 
of  the  disease.  Concerns  about  the  toxicity  of 
the  medication  have  generally  been  dispelled  by 
the  statement  that  the  regime  is  well  tolerated 
with  toxic  manifestations  reported  at  an  accept- 
able level.  It  must  be  emphasized,  however, 
that  the  long-term  side  effects  of  prolonged  use 
of  these  drugs  remain  unknown.  Their  effect 
not  only  on  the  patient  but  also  on  subsequent 
tolerance  for  radiation  therapy  remains  unde- 
termined. The  aim  of  these  studies  is  to  find  a 
well-tolerated  drug  or  combination  of  drugs  with 
minimal  risk  of  toxicity  so  that  the  treatment 
will  cause  no  harm  to  those  who  statistically  will 
be  cured  by  their  primary  treatment.  The  fact, 
however,  that  patients  with  positive  nodes  have 
a 70  to  75%  chance  of  recurrence  of  cancer  and 
death  from  cancer  makes  the  risks  of  chemo- 
therapy and  toxic  side  effects  rather  minimal. 

These  drugs  are  available  for  the  treatment  of 
patients  in  Delaware,  and  the  continuing  clinical 
trials  will  be  followed  with  great  interest. 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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THE  NEW  MEDICAL  PRACTICE  ACT 


For  some  time  it  has  been  apparent  that  the 
| Medical  Practice  Act  that  governs  the  practice 
of  medicine  in  Delaware  has  been  in  need  of  re- 
| vision  to  meet  the  needs  of  the  rapid  changes  in 
j society,  both  social  and  medical.  To  this  end  a 
special  committee  labored  long  and  hard  some 
two  years  ago  in  drafting  a new  act.  The  result 
of  their  labor  was  considered  by  the  General  As- 
sembly in  its  1975  session;  it  was  passed  by  the 
Senate,  passed  by  the  lower  house  with  signifi- 
cant amendments,  and  returned  to  the  Senate  for 
repassage,  where  it  was  never  called  to  the  floor 
for  a vote. 

One  year  later,  ohanges  in  the  social,  legal,  and 
political  climate  have  necessitated  a revision  of 
that  special  committee’s  product  of  about  two 
years  ago.  With  assistance  from  the  Committee 
on  Mental  Health,  Alcoholism,  and  Drug  Abuse, 
the  Public  Laws  Committee,  and  members  of  the 
presently  functioning  Medical  Council  and  the 
Board  of  Medical  Examiners,  your  Board  of 
Trustees  are  submitting  a new  edition  for  con- 
!j  sideration  by  the  legislature  at  its  present  ses- 
sion. Most  of  the  amendments  that  were  added 
by  the  House  of  Representatives  have  been  in- 
corporated into  this  latest  version. 

I shall  attempt  to  outline  the  significant 
i changes  that  are  considered  necessary  at  this  time. 
The  proposed  bill  calls  for  a Board  of  Medical 
Practice,  which  will  be  the  supervisory,  regula- 
tory, and  disciplinary  body  for  the  practice  of 
medicine.  The  Board  will  also  be  the  body  that 
conducts  examinations  for  certification  to  prac- 
tice. It  will  consist  of  13  voting  members,  in- 
cluding two  lay  persons  who  are  not  licensed  to 
practice  law  nor  licensed  in  any  health  related 
field.  The  addition  of  the  lay  persons  will  broaden 
the  perspective  of  the  Board  and  address  the 
complaint  concerning  regulatory  boards  which 
are  composed  only  of  those  people  representing 
the  regulated  profession  or  business.  The  Board 


will  have  proportionate  physician  representation 
from  the  three  counties,  including  one  osteo- 
pathic physician,  and  the  Board  will  be  ap- 
pointed by  the  Governor  from  a list  submitted  by 
the  Medical  Society  of  Delaware  and  the  Dela- 
ware State  Osteopathic  Medical  Society.  The 
President  Judge  of  the  Superior  Court  will  be  a 
member  without  vote. 

New  to  the  proposed  act  is  a section  which 
attempts  to  deal  with  the  impaired  physician. 
The  act  requires  a report  to  the  Board  of  Medical 
Practice  by  any  licensed  physician  who  is  treat- 
ing any  other  licensed  physician  for  any  illness 
or  infirmity  that  could  impair  the  patient-phy- 
sician’s ability  to  practice  with  reasonable  skill 
and  safety  to  the  public.  The  Board  is  em- 
powered to  cause  to  be  made  an  appropriate  ex- 
amination of  any  such  patient-physician  to  de- 
termine whether  or  not  a regulatory  action  is 
required.  Such  regulatory  action  would  be  to 
restrict,  revoke,  or  suspend,  temporarily  or  per- 
manently, the  certificate  to  praotice  medicine  for 
the  following  causes: 

1.  Mental  illness  or  mental  incompetence; 

2.  Physical  illness,  including  but  not  limited  to 
deterioration  through  the  aging  process  or 
loss  of  motor  skill  or  excessive  use  or  abuse 
of  drugs,  including  alcohol,  provided  that 
the  Board  determines  that  any  of  the  above 
result  in  inability  of  the  physician  to  prac- 
tice with  reasonable  skill  or  safety  to  pa- 
tients. 

It  must  be  emphasized  that  the  Act  is  struc- 
tured to  insure  that  the  rights  of  the  physician 
cannot  be  jeopardized  by  capricious  aotion  by 
the  Board.  The  right  of  appeal  of  any  Board 
action  taken  against  the  physician  is  included  in 
the  bill.  Such  appeal  would  be  to  the  Superior 
Court.  Another  feature  of  the  Act  provides  that 
any  physician  holding  a certificate  to  practice 
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New  Members 


' medicine  is  required  to  submit  to  the  Board  the 
j following  information: 

1.  Any  change  in  hospital  privileges  resulting 
from  disciplinary  action  taken  by  the  hos- 
pital (incomplete  charts  are  an  exception); 

2.  Any  disciplinary  action  taken  against  him 
by  a medical  society; 

3.  All  malpractice  claims  settled  or  adjudicated 
to  final  judgement  against  him. 

Included  in  this  proposed  Medical  Practice 
ii  Act  is  adequate  protection  from  civil  liability  for 
those  physicians  who  have  cause  to  report  an 
errant  or  incompetent  physician  and  for  those 
j physicians  who  perform  peer  review  services  for 
. such  organizations  as  PSRO,  hospitals,  or  medi- 
||  cal  societies. 

The  Board  of  Medical  Practice  is  also  author- 
ized to  establish  by  class  (not  by  individual)  re- 
jji  quirements  for  continuing  education  and/or  re- 
st examination  as  a condition  for  recertification  to 
j practice  medicine. 

It  is  apparent  that  the  proposed  Medical  Prac- 
| tice  Act  is  pretty  strong  medicine  representing 
a radical  departure  from  current  Medical  Prac- 


tice Acts  in  this  country.  At  first  glance  it  ap- 
pears heavily  tilted  against  the  physician,  but  in 
my  opinion,  however,  it  deals  with  the  physician 
in  an  even-handed  way  while  at  the  same  time 
being  designed  to  adequately  insure  the  citizens 
of  our  State  their  right  to  medical  care  with 
reasonable  skill  and  safety.  And  the  right  of  the 
patient,  after  all,  is  what  medical  practice  acts 
are  all  about. 

It  is  an  understatement  to  remind  ourselves 
that  many  of  the  public  feel  that  self-policing  of 
our  profession  in  the  past  and  present  has  left 
much  to  be  desired.  This  public  view  is  also 
shared  by  many  members  of  our  profession. 
Many  sense  that  the  public  is  waiting  rather  im- 
patiently for  us  as  a profession  to  exert  a leader- 
ship role  in  self-regulation.  We  dare  not  let  them 
wait  any  longer.  This  proposed  practice  act  very 
adequately  addresses  that  call.  I urge  each 
member  to  support  this  legislation  during  its  con- 
sideration by  the  General  Assembly. 


* * * 


<=Y\ew  ^Ytlemberd 

Miguel  A.  Arcacha,  Jr.,  M.D.,  is  an  Ophthalmologist  practicing  in  Re- 
hoboth  Beach.  He  graduated  from  the  University  of  Salamanca,  Spain, 
in  1969,  spent  his  internship  at  Mount  Sinai  Medical  Center  in  Miami 
Beach  and  his  residency  at  Gorgas  Hospital,  Canal  Zone.  A native  of 
Cuba,  Dr.  Arcacha  enjoys  boating  and  fencing.  He  and  Mrs.  Arcacha 
have  one  daughter. 


Anna  Marie  D’Amico,  M.D.,  is  a 1972  graduate  of  Jefferson  Medical 
College.  An  Obstetrician-Gynecologist,  she  spent  both  her  internship 
and  residency  at  the  Wilmington  Medical  Center.  Dr.  D’Amico  lives 
in  Wilmington  and  has  recently  opened  a private  practice  at  3101 
Limestone  Road. 
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COMMON  VARIABLE  TYPE  ACQUIRED 
HYPOGAMMAGLOBULINEMIA 
A Case  Report  and  Literature  Review 


Case  Report 

A nineteen-year-old  male  was  referred  for 
evaluation  of  allergic  rhinitis.  There  was  no 
li  family  history  of  atopy  or  other  significant  illness. 
The  patient  was  the  product  of  a full-term,  un- 
complicated pregnancy.  Smallpox  vaccination 
had  been  successful  at  an  early  age.  He  had  been 
in  good  health  until  age  five,  when  he  had  sep- 
arate episodes  of  uncomplicated  measles  and 
mumps.  Subsequently  he  began  to  have  fre- 
quent ear  infections.  At  age  nine  an  uncompli- 
cated tonsillectomy  was  accomplished.  About 
this  time  also  he  started  to  have  purulent  nasal 
discharge  and  a cough  productive  of  purulent 
sputum.  These  continued  through  most  of  the 
i j adolescent  period. 

At  age  eighteen  he  was  admitted  to  the  hos- 
pital for  treatment  of  a left  lower  lobe  pneu- 
I monia,  which  responded  well  to  intravenous 
i penicillin.  Sputum  culture  demonstrated  normal 
I flora  with  an  increase  in  Haemophilus  influenza. 

| Dr.  Courter  is  Chief,  Department  of  Medicine,  VA  Hosptial, 

■ Wilmington,  and  Assistant  in  the  Department  of  Medicine,  Section 
of  Allergy,  Wilmington  Medical  Center. 

Dr.  Abdou  is  Associate  Professor  of  Medicine,  Division  of  Al- 
ii lergy,  Immunology,  and  Rheumatology,  University  of  Kansas 
1 Medical  Center,  Kansas  City,  Kansas.  At  the  time  this  paper 
f was  prepared  Dr.  Abdou  was  Assistant  Professor  of  Medicine  at 
li  the  University  of  Pennsylvania. 

This  paper  was  adapted  from  a presentation  at  Medical  Grand 
I Rounds,  Wilmington  Medical  Center. 
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He  was  subsequently  hospitalized  again,  and 
septoplasty  was  done  for  “a  sinus  condition.”  He 
was  then  referred  to  us  for  study  to  exclude  an 
allergic  etiology  for  his  nasal  and  sinus  problems. 

When  he  was  first  seen  by  one  of  us  (A.C.), 
he  was  found  to  be  well  developed  and  well 
nourished,  and  of  normal  height  and  weight  for 
his  age.  His  vital  signs  were  normal.  There 
was  a paucity  of  palpable  lymph  nodes.  Pus  was 
seen  exuding  from  the  left  nostril.  The  maxillary 
sinuses  did  not  transilluminate  light.  The  rest 
of  his  physical  examination  was  within  normal 
limits. 

Immediate  type  skin  tests  were  negative  for 
the  most  common  pollens,  molds,  animal  danders, 
and  miscellaneous  inhalants.  Laboratory  studies 
showed  a hematocrit  of  51%,  WBC  of  8200/ 
cmm  with  48%  neutrophils,  1%  bands,  36% 
lymphocytes,  9%  eosinophils,  and  6%  monocytes. 
Serum  protein  electrophoresis  demonstrated  an 
absence  of  gamma  globulins. 

The  patient  was  initially  treated  with  a course 
of  tetracycline,  a decongestant,  and  was  encour- 
aged not  to  smoke.  There  was  no  improvement 
in  the  quality  of  his  nasal  discharge,  so  a course 
of  cephalexin  was  prescribed.  Several  weeks 
later  die  patient  developed  fever,  chest  pain,  and 
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frontal  headache.  He  was  acutely  ill  and  was  ad- 
mitted to  the  hospital  again. 

On  admission  the  pulse  was  104  and  regular, 
temperature  was  37.55°C  (99.6°F),  and  the 
blood  pressure  was  134/70.  There  was  severe 
pain  on  palpation  over  the  frontal  sinuses.  Green 
pus  was  seen  exuding  from  both  middle  nasal 
meati.  Moist  rales  were  heard  at  the  left  base. 
Laboratory  studies  done  during  his  hospitaliza- 
tion included:  hematocrit,  46%;  WBC  13,100/ 
cmm  with  80%  neutrophils,  1%  bands,  17% 
lymphocytes,  and  2%  monocytes;  urinalysis, 
normal;  SMA-12,  normal  with  the  exception  of 
a slightly  elevated  phosphorus  and  alkaline  phos- 
phatase; STS,  non-reactive.  Blood  type  was  O 
Rh+;  serum  electrolytes  were  normal.  Anti- 
streptolysin (ASO)  titer  was  less  than  200  IU; 
Antinuclear  antibody  (ANA)  was  negative;  cold 
agglutinins  were  positive  in  less  than  two  dilu- 
tions. Quantitative  immunoglobulins  were  very 
low  with  IgG  less  than  lOmg/dl  (normal  635- 
1400mg/dl),  IgM  less  than  lOmg/dl  (normal 
41-248mg/dl,  and  IgA  less  than  7mg/dl  (normal 
60-297mg/dl).  Isohemagglutinins  were  present 
with  an  Anti-A  titer  of  1:4  and  an  Anti-B  titer  of 
1:2.  The  third  component  of  complement  (C3) 
was  236mg/dl  (normal  88-252mg/dl). 

Blood  cultures  demonstrated  no  growth.  Spu- 
tum culture  grew  normal  flora  with  an  increase 
of  Haemophilus  influenza.  Arterial  blood  gases 
showed  a pH  of  7.36,  POi>  of  67  mm,  Hg  and 
Pco2  41  mmHg.  An  anergy  panel  of  skin  tests 
was  applied  and  demonstrated  positive  tests  of 
greater  than  10  mm  of  induration  at  48  hours 
for  Candida,  mumps,  and  streptokinase-strepto- 
dornase.  Chest  x-ray  demonstrated  an  infiltrate 
in  the  left  lower  lobe.  Upper  G.I.  series  and 
small  bowel  series  were  within  normal  limits. 
Bone  marrow  examination  demonstrated  absence 
of  plasma  cells  with  normal  maturation  of  both 
the  red  and  white  cell  series.  Lymph  node 
biopsy  demonstrated  the  presence  of  follicles  and 
germinal  centers. 

During  this  hospitalization  the  patient  was 
treated  with  high  doses  of  parenteral  penicillin 
md  postural  drainage.  On  this  regimen  he  im- 
proved remarkably  within  24  hours.  He  was 
given  a loading  dose  of  100  ml  of  immune 


serum  globulin  intramuscularly  in  divided  doses 
Serum  immunoglobulins  done  immediately  after 
the  loading  dose  was  administered  showed  IgG 
of  98mg/dl,  IgA  less  than  7 mg/dl,  and  IgM 
less  than  10mg/dl.0 

Discussion 

Current  immunologic  theory  suggests  that  a 
hematopoietic  stem  cell  arises  in  the  yolk  sac  and 
fetal  fiver  early  in  fetal  development.  These 
Dells  can  differentiate  into  the  erythrocytic,  gran- 
ulocytic, or,  probably,  the  lymphoid  series.  The 
latter  seem  to  be  the  elemental  oells  in  the 
human  immune  system.  These  primitive  cells  of 
the  lymphocytic  series  are  then  acted  upon  by 
microenvironmental  and/or  humoral  factors  of 
the  peripheral  primary  lymphoid  organs  (the 
thymus  and  the  human  equivalent  of  the  chicken 
Bursa  of  Fabricius).  These  cells  are  then  en- 
dowed with  immunologic  competence  and  go 
forth  to  populate  respective  areas  of  the  lymph 
nodes  and  spleen. 

Thymus  dependent  cells  are  called  T cells,  and 
bone-marrow  dependent  cells  arc  called  B cells. 
T cells  are  responsible  for  cellular  mediated  im- 
munity. B cells  are  capable  of  differentiating 
into  plasma  cells  which  can  ultimately  secrete 
the  five  different  classes  of  human  immunoglobu- 
lins. Several  techniques  axe  currently  available 
for  specifically  identifying  B and  T cells.  T cells 
have  the  ability  to  rosette  spontaneously  in  the 
cold  with  sheep  red  blood  cells  (BBC),  forming 
the  so-called  non-immune  rosettes.  B cells  are 
characterized  by  the  presence  of  surface  immuno- 
globulins and  hence  can  be  identified  by  their 
binding  to  fluorescein  labeled  anti-human  im- 
munoglobulin. B cells  also  carry  receptors  for 
C3,  and  can  be  identified  by  binding  to  sensitized 
sheep  RBC  coated  with  complement  at  37°. 
These  are  called  immune  rosettes  ( EAC  ros- 
ettes ) . 

During  this  patient’s  hospitalization  blood  was 
drawn  and  lymphocyte  studies  were  performed 
in  our  laboratory  ( N. A. ) . Quantitation  of  B cells 
showed  normal  numbers  of  EAC  rosettes  and 
immunoglobulin  carrying  cells.  The  number  of 
T cells  as  determined  by  the  E-rosette  assay,  was 

^Normal  Values  for  Immunoglobulins 

IgG  IgM  IgA 

White  male  635-1400  41-248  60-297 

Negro  male  816-1654  47-275  53-378 
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reduced  to  60%  of  normal  controls.  The  pa- 
tient’s lymphocytes  were  then  cultured  in  vitro 
in  the  presence  of  the  mitogens  (growth  stimu- 
lants), phytohemagglutinin  and  poke  weed.  There 
was  no  difference  between  the  proliferative  re- 
sponses of  the  patient’s  lymphocytes  and  the  cells 
of  a suitably  matched  control.  However,  when 
the  patient’s  T lymphocytes  or  supernatants  of 
the  same  cells  were  cultured  with  normal  B 
lymphocytes,  there  was  evidence  that  immuno- 
globulin synthesis  by  normal  B cells  was  sup- 
pressed. 

The  differential  diagnosis  of  this  patient’s  hypo- 
gammaglobulinemia was  among  Bruton’s  Disease 
(infantile  hypogammaglobulinemia),  hypogam- 
maglobulinemia associated  with  another  disease 
(eg,  thymoma  or  lymphoma),  and  variable  type 
or  acquired  hypogammaglobulinemia.  Precise 
diagnosis  was  important  because  Bruton’s  Dis- 
ease is  inherited  by  a sex-linked  recessive  gene- 
tic mechanism,  and  exclusion  of  this  disease  is 
thus  significant  in  genetic  counseling.  Positive 
delayed  skin  tests  to  Candida,  mumps,  and  strep- 
tokinase-streptodomase,  and  the  normal  re- 
sponses to  the  mitogens  indicated  an  intact  cell 
mediated  T cell  system,  and  excluded  a disorder 
of  combined  immunodeficiency  (CID),  ie,  a dis- 
order involving  both  cellular  and  humoral  im- 
munity. Children  with  Bruton’s  Disease  gen- 
erally do  not  have  tonsils,  and  their  lymph  node 
architecture  is  generally  relatively  disorganized. 
Two  other  portions  of  this  patient’s  clinical  pre- 
sentation are  incompatible  with  Bruton’s  Disease, 
namely,  the  presence  of  “natural  antibodies”  (ie, 
isohemagglutinins),  and  the  fact  that  he  was 
relatively  free  of  infections  for  the  first  five  years 
of  his  fife.  His  work-up  demonstrated  no  evi- 
dence of  thymoma  or  lymphoma.  Therefore,  it 
was  felt  that  the  patient  was  most  likely  an  ex- 
ample of  variable  type  hypogammaglobulin- 
emia*; associated  nodular  lymphoid  hyperplasia 
of  the  intestine  has  not  been  excluded  at  the 
present  time. 

Two  relevant  papers  may  shed  some  light  on 
the  pathogenesis  of  this  patient’s  problem.  Ab- 
dou  et  al,  studying  patients  with  infantile  and 
acquired  hypogammaglobulinemia,  were  able  to 
demonstrate  a serum  anti-IgM  antibody  of  the 

* World  Health  Organization  Classification 


IgG  class  in  some  of  their  patients  with  ac- 
quired disease.1  Phylogenetic  and  ontogenic 
studies  have  shown  that  B cells  of  the  IgM  type 
are  produced  first.  Since  these  cells  control  the 
differentiation  of  IgG  and  IgA  carrying  B cells, 
it  was  then  assumed  that  perhaps  interference 
with  IgM  synthesis  by  a specific  anti-IgM  factor 
could  inhibit  subsequent  IgG  and  IgA  synthesis.1 
Waldmann  et  al  also  addressed  the  problem  by 
studying  immunoglobulin  synthesis  from  normals 
and  from  patients  with  variable  type  hypogam- 
maglobulinemia.2 They  were  able  to  dempn- 
strate  that  immunoglobulin  synthesis  from  nor- 
mals could  be  inhibited  by  T cells  from  patients 
with  acquired  hypogammaglobulinemia.  It  is 
known  that  T cells  have  a regulator  effect  on  B 
cell  function.  Therefore,  Waldmann  et  al  postu- 
lated the  existence  of  suppressor  T lymphocytes 
that  inhibit  B cell  terminal  differentiation  into 
immunoglobulin  secreting  cells  in  the  acquired 
agammaglobulinemia  patient.2 

No  discussion  of  immune  deficiency  disease 
would  be  complete  without  some  comment  on 
immunologic  reconstitution.  Bone  marrow  trans- 
plants have  been  used  to  treat  some  patients  with 
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combined  immunodeficiency  effectively,  but  graft 
vs  host  reactions  have  been  major  problems.3 
Thymus  transplants  have  been  used  to  success- 
fully restore  immunologic  competence  in  some 
patients  with  the  DiGeorge  syndrome  (thymic 
hypoplasia).3  Transfer  factor  has  produced  dra- 
matic results  in  some  patients  with  Chronic  Mu- 
cocutaneous Candidiasis.4  A recent  report  sug- 
gests that  thymosin,  a partially  purified  thymic 
extract,  can  induce  clinically  significant  improve- 
ment in  patients  with  deficient  cell  mediated  im- 
munity.5 Defects  of  the  serum  complement  sys- 
tem are  being  described  with  more  frequency, 
and  fresh  plasma  infusions  have  often  resulted 
in  dramatic  clinical  improvement  in  some  pa- 
tients. 

Custom  has  been  to  treat  patients  with  com- 
mon variable  hypogammaglobulinemia  with  reg- 
ular injections  of  immune  serum  globulin;  how- 
ever, controlled  studies  with  treated  and  un- 


treated groups  are  few.  Another  approach  is  to 
use  hyperimmune  sera  from  specifically  sensi- 
tized donors  to  treat  recurrent  infections  with 
the  same  organism  in  these  patients.  The  recent 
use  of  fresh  plasma  infusions  was  helpful  to 
supply  the  deficient  patients  with  the  various 
complement  components  and  immunoglobuh'ns 
A and  M which  are  not  present  in  pooled  gamma 
globulin  preparations.  Suffice  it  to  say  that 
knowledge  is  steadily  expanding  about  this  in- 
teresting group  of  diseases.6 
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TREATMENT  OF  INFANTS  WITH  RESPIRATORY 
DISTRESS  USING  INTRANASAL  CONTINUOUS 
POSITIVE  AIRWAY  PRESSURE 


Tong  Soo  Park,  M.D. 
Apolo  Maglalang,  M.D. 
Katherine  L.  Esterly,  M.D. 
Herman  Rosenblum,  M.D. 


The  idea  of  treating  infants  with  hyaline  mem- 
brane disease  (HMD)  by  increasing  the  trans- 
[ pulmonary  pressure  was  first  introduced  by  Har- 
rison et  al.1  It  was  recognized  that  infants  who 
■ grunt  exhale  against  a partially  closed  glottis, 
i thereby  increasing  transpulmonary  pressure.  En- 
: dotracheal  intubation  alone  interferes  with  this 
ij  mechanism  leading  to  a decrease  in  the  arterial 
| oxygen  tension  ( PaC>2 ) . Ashbaugh  et  al2  demon- 
! strated  that  positive  and  expiratory  pressure  in- 
creased PaC>2  in  the  adult  patient  with  respira- 
tory disease. 

The  treatment  of  newborn  infants  by  continu- 
! ous  positive  airway  pressure  (CPAP)  was  first 
reported  by  Gregory  et  al.3  They  applied  CPAP 
through  an  endotracheal  tube.  Various  other 
techniques  have  been  used  in  an  attempt  to  ob- 
i viate  the  need  for  endotracheal  intubation  with 
! its  many  disadvantages.  These  methods  have 
included  continuous  negative  pressure,4  7 CPAP 
tj  via  a headbox  with  an  iris  collar,3  facial  mask,8 
nasal  cannulae,9’10  and  nasopharyngeal  tubes.11 

The  method  which  appears  to  have  fewest 
complications  yet  allows  the  patient  to  benefit 
from  the  CPAP  is  the  delivery  of  CPAP  via 

Dr.  Tong  Soo  Park  was  a Pediatric  Resident,  Department  of 
I Pediatrics,  Wilmington  Medical  Center,  at  the  time  this  paper  was 
||  prepared. 

Dr.  Apolo  C.  Maglalang  was  Chief  Resident,  Department  of 
I Pediatrics,  Wilmington  Medical  Center.  They  are  now  presently 
I serving  fellowships  in  Neonatology  at  Children’s  Medical  and  Sur- 
gical Center  of  Johns  Hopkins  Hospital. 


Dr.  Katherine  Esterly,  neonatologist,  is  the  Director  of  Nurseries, 
It  Wilmington  Medical  Center. 

Dr.  Herman  Rosenblum  is  the  Director  of  the  Department  (A 
ffi  Pediatrics,  Wilmington  Medical  Center. 


intranasal  cannulae.  We  would  like  to  summar- 
ize our  experiences  using  this  method. 

This  study  includes  12  infants  weighing  be- 
tween 737  gm  and  3,000  gm  born  between  May 
and  October,  1973.  All  the  infants  were  ad- 
mitted to  the  Neonatal  Intensive  Care  Nursery 
of  the  Wilmington  Medical  Center  in  moderate 
to  severe  respiratory  distress.  (Table  1)  The 
initial  guidelines  for  selection  of  patients  to  be 
treated  with  CPAP  were:  an  infant  capable  of 
maintaining  spontaneous  respirations  with  Pa02 
less  than  50  mmHg  at  70%  Fi02,  or  rapid  pro- 
gression of  respiratory  distress  occurring  in  spite 
of  an  initial  Pa02  more  than  50  mmHg  at  70% 
FiC>2. 

The  CPAP  unit  was  constructed  in  the  man- 
ner described  by  Gregory.3  (Figure  1A)  Instead 
of  using  an  endotracheal  tube  disposable  nasal 
cannulae  were  inserted.*  The  cannulets  had  an 
outer  diameter  of  5 mm,  an  inner  diameter  of 
3 mm,  and  a length  of  1.7  cm.  Because  of  the 
variation  in  the  depth  of  and  the  distance  be- 
tween the  nares  of  infants,  the  cannulae  were 
modified  individually  for  each  patient.  Each 
cannulet  was  cut  to  approximately  1 cm  in  length, 
and  the  cut  edges  trimmed  and  smoothed.  The 
portion  of  the  cannula  between  the  two  cannufets 
was  cut  off  and  reconnected  with  Scotch  and  ad" 
hesive  tapes  as  illustrated  in  Figure  ID.  The 
cannulets  were  secured  by  taping  around  the 
nose. 

*Hudson  Disposable  Plastic  Nasal  Cannulae,  Model  No.  1107 
(No.  67), Patent  No.  2868,  199,  Hudson  Oxygen  Therapy  Com- 
pany. 
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TABLE  1 

SUMMARY  OF  WEIGHT,  GESTATION  AGE,  DIAGNOSIS,  DURATION  OF  CPAP, 
AND  OUTCOME  OF  PATIENTS  STUDIED 


PATIENT 

WEIGHT 
(Gm.  ) 

GESTATION 
AGE  (Wks . ) 

PROBLEM 

AGE 

CPAP 

INITIATED 

DURATION 
OF  CPAP 

RESULT 

1.  R.W. 

737 

24 

Asp.  pn. 

2 hrs. 

• 48  hrs. 

Died 

2.  E.V. 

1134 

29 

HMD 

31  hrs. 

35  hrs. 

Died 

. 3.  M.M. 

1332 

29 

HMD 

2 hrs. 

40  hrs. 

Died 

4.  B.J. 

1474 

34 

HMD 

5 hrs. 

83  hrs. 

Survived 

5.  B.G.S. 

1830 

31 

HMD 

11  hrs. 

24  hrs. 

Died 

6.  A. H . 

1899 

32 

HMD 

- 36  hrs. 

48  hrs. 

Survived 

7.  S.L. 

1942 

36 

HMD 

26  hrs. 

63  hrs. 

Survived 

8.  J.D. 

2353 

36 

HMD 

31  hrs. 

4 days 

Survived 

9.  J.R. 

2359 

39 

HMD 

14  hrs. 

57  hrs. 

Survived 

10.  R.H . 

2353 

35 

HMD 

32  hrs. 

6 days 

Survived 

11.  D.H. 

2963 

36 

HMD 

11  hrs. 

4 days 

Survived 

12.  F.M. 

3000 

40 

Asp.  pn. 

15  hrs. 

30  hrs. 

Survived 

*Asp.  pn. — Aspiration  pneumonia 
**HMD — Hyaline  membrane  disease 

In  small  infants  weighing  less  than  1,250  gm, 
modified  nasal  tubes  were  used.  These  were 
made  of  the  Y tubing  from  a blood  transfusion 
set*  or  Beniflex  transfer  set  **,  to  which  the 
proximal  1 cm  portion  of  #8  infant  feeding  tube 
was  attached.  (Figure  IB)  The  cannulae  were 
checked  every  24  to  48  hours  and  changed  if 
there  was  any  sign  of  irritation  of  mucous  mem- 
branes.*** 

With  the  infant’s  mouth  open,  a system  pres- 
sure of  10-12  cm  H2O  was  easily  obtained.  To 
minimize  gastric  distention,  a #5  or  # 8 infant 
feeding  tube  was  inserted  into  the  stomach  and 
left  open,  or  intermittent  suction  applied. 

The  pressure  of  the  system  was  initiated  at 
6 to  10  cm  H2O,  and  inflow  oxygen  concentra- 
tion (FiCh)  was  adjusted  to  approximately  70% 
depending  upon  the  PaC>2.  Total  inflow  rate  was 
kept  at  10  liter  /min.  Arterial  blood  gases  were 
checked  one-half  to  one  hour  before  and  after 

*Plexitron,  Blood  transfusion  tube  with  Y tube,  Travenol  Labor- 
atories. 

**Beniflex,  Disposable  Y tube  transfer  set. 

***At  present  the  commercially  available  Argyle  CPAP  Nasal 
Cannula  manufactured  by  Sherwood  Medical  Industries,  ,St. 
Louis,  Missouri,  is  used.  (Figure  1C) 


initiating  the  CPAP.  Thereafter  CPAP  and  FiC>2 
were  regulated  to  maintain  the  PaC>2  at  50  to  70 
nmHg.  If  the  PaC>2  was  less  than  50  mmHg,  the 
system  pressure  was  increased  by  2 cm  incre- 
ments up  to  12  cm  H2O.  When  it  was  possible 
to  maintain  the  PaO  above  70  mmHg,  the  FiC>2 
was  decreased  in  decrements  of  5 to  10%  to 
minimize  any  oxygen  toxicity.  When  it  was  pos- 
sible  to  decrease  the  Fi02  to  lower  than  40%, 
the  system  pressure  was  decreased  by  2 cm  H2O 
decrements  at  two-  to  four-hour  intervals.  If  the 
patient  maintained  PaC>2  50-70  mmHg  for  four 
hours  at  a pressure  of  2 cm  H2O,  he  was  weaned 
off  CPAP  to  an  Oxyhood*  with  an  FiC>2  of  40% 
for  a period  of  four  hours.  Thereafter  the  FiC>2 
was  usually  reduced  without  difficulty.  With  an 
increase  in  the  PaC02  to  more  than  60  mmHg, 
the  infant  was  bagged  via  the  nasal  cannulae  for 
three  to  five  minutes  every  30  to  60  minutes  as 
necessary. 

All  the  infants  were  attached  to  cardio-respira- 
tory  monitors.  Combinations  of  antibiotics  were 

^Olympia  Surgical  Company,  Inc. 
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given  to  all  the  infants  since  it  has  been  our 
policy  to  administer  antibiotics  to  infants  who 
require  assisted  ventilation.  An  umbilical  arterial 
catheter  was  placed  with  the  tip  1 cm  above  the 
diaphragm.  It  was  secured  with  silk  sutures  on 
the  cord  stump,  and  antibiotic  ointment  applied. 
All  blood  gas  studies  were  obtained  from  the 
umbilical  artery  except  in  the  infants  No.  3 and 
No.  5 from  whom  capillary  blood  specimens  were 
obtained  after  heel  warming. 

Brief  summaries  of  11  patients  and  one  de- 
tailed report  on  Patient  No.  4 along  with  flow 
sheet  are  shown  in  Table  2. 

Case  Summaries 

Patient  No.  1 was  a 737  gm  white  male  with 
gestational  age  of  24  weeks.  Apgar  scores  were 
3 at  one  minute  and  7 at  five  minutes.  Shortly 
after  birth  respiratory  distress  was  noted;  x-ray 
findings  were  consistent  with  aspiration  pneu- 
monia on  the  right  side.  CPAP  was  begun  at 
two  hours  of  age  without  significant  improve- 
ment. Prolonged  apneic  spells  began  at  24  hours 
! of  age.  Controlled  respirations  with  intermittent 
positive  pressure  breathing  was  then  adminis- 
tered via  endotracheal  tube.  The  infant  expired 


at  37  hours  of  age.  Autopsy  revealed  massive  in- 
traventricular hemorrhage. 

Patient  No.  2 was  a 1,134  gm  Puerto  Rican  fe- 
male, with  gestational  age  of  29  weeks.  Apgar 
scores  were  6 and  9 at  one  and  five  minutes.  Res* 
piratory  distress  developed  shortly  after  the  in- 
fant was  moved  to  the  nursery;  chest  x-ray  find- 
ings were  consistent  with  HMD.  Despite  initial 
improvement  following  CPAP,  the  infant’s  con- 
dition progressively  deteriorated,  and  the  infant 
expired  at  66  hours  of  age.  Autopsy  findings 
were  severe  prematurity  and  atelectasis  of  the 
lungs. 

Patient  No.  3 was  a 1,332  gm  white  infant  born 
by  Cesarean  section  at  29  weeks  gestation  be- 
cause of  abruptio  placenta.  Apgar  scores  were 
3 at  one  minute  and  6 at  five  minutes.  Chest 
x-ray  findings  were  consistent  with  HMD.  CPAP 
was  started  at  two  hours  of  age  with  an  initial 
increase  in  PaC>2.  CPAP  was  discontinued  at  42 
hours  of  age,  but  shortly  afterwards  prolonged 
apneic  episodes  began.  She  died  the  following 
day,  not  responding  to  controlled  ventilation.  No 
autopsy  was  performed. 

Patient  No.  4 was  a 1,474  gm  white  female  de- 
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TABLE  2 

FLOW  RECORD  OF  CASE  NO.  4 


Age 

Fi02 

Pressure 

ph  ; 

po2 

pco2 

CO  2 

Ca 

Hb. 

Hct . 

3 hrs. 

70% 

OxyHood 

7.11 

52.1 

42.7 

14.6 

9.6 

13.5 

40 

CPAP 

6 hrs . 

68% 

10  cm. 

7.21 

67 

42.2 

10  hrs. 

65% 

10  cm. 

7.27 

41 

70 

14.0 

42  1 

14  hrs. 

60% 

10  cm. 

7.29 

63 

64 

23  hrs. 

55% 

10  cm. 

7.23 

68 

66 

26.8 

I 

31  hrs. 

62% 

10  cm. 

7.26 

56 

60 

25.4 

| 

36  hrs. 

Trans f 

as ion  16  cc. 

packed 

cells 

1 i 

38  hrs. 

60% 

10  cm. 

7.35 

49 

67 

7.8  : 

46  hrs . 

65% 

10  cm. 

7.30 

110 

66 . 4 

i 

| 

1 

15.4 

46 

56  hrs. 

55% 

8 cm. 

7.32 

145 

71.6 

6.7 

62  hrs. 

45% 

6 cm. 

7.29 

83 

66 

30.5  ; 

82  hrs . 

40% 

2 cm. 

| 7.31 

66 

70 

35 

87  hrs. 

40% 

0 

1 7.32 

69 

68 

DISCON 

riNUE  CPAP 

1 

1 

| 

91  hrs. 

50% 

OxyHood 

7.33 

O 

ON 

98  hrs.- 

40% 

OxyHood 

7.34 

65 

I 52 

106  hrs. 

28% 

OxyHood 

7.33 

| 36 

| 59 

31 

113  hrs. 

40% 

OxyHood 

IS 

7.41 1 78 

49 

31 
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livered  at  34  weeks  gestation  by  Cesarean  sec- 
tion at  a local  hospital  to  a 33-year-old,  gravida 
2 para  2 mother,  who  had  had  a previous 
Cesarean  section.  The  Apgar  score  was  7 at  one 
minute.  Progressive  respiratory  distress  de- 
veloped shortly  after  birth,  and  the  infant  ap- 
peared to  be  limp.  She  was  was  tranferred  to 
the  Wilmington  Medical  Center  at  three  hours 
of  age.  An  Oxyhood  was  used  to  supply  an 
oxygen  concentration  of  70%.  An  umbilical 
artery  catheter  was  inserted,  and  an  x-ray  of  the 
chest  was  taken.  PaC>2  was  52.1  mmHg,  FiC>2 
70%,  and  x-ray  findings  of  the  chest  were  con- 
sistent with  HMD.  CPAP  was  started  at  four 
hours  of  age.  She  was  transfused  with  15  cc 
of  packed  red  cells  at  the  age  of  36  hours.  Re- 
peated chest  x-ray  showed  improvement  of  HMD 
pattern  and  no  evidence  of  pneumothorax.  The 
infant’s  respiratory  distress  appeared  to  improve 
around  40  hours  of  age.  She  was  weaned  off 
CPAP  by  87  hours  of  age  as  is  shown  in  Table 
2.  Fourteen  hours  after  discontinuing  CPAP  the 
infant  developed  tachycardia  ( 150 /min)  and 
tachypnea  (80-100/min);  a Grade  II /VI  pansys- 
tolic  murmur  was  best  heard  along  the  upper 
left  sternal  border.  The  liver  was  palpable  at 
1-2  cm  below  the  right  costal  margin.  X-ray  of 
the  chest  at  this  time  showed  no  evidence  of 
cardiomegaly  or  pneumothorax,  and  an  electro- 
cardiogram was  normal.  These  findings  did  not 
improve  over  a 48-hour  period.  The  clinical 
impression  was  patent  ductus  arteriosus  and  in- 
cipient cardiac  failure.  Digoxin  was  given.  The 
symptoms  of  failure  subsided  over  a week’s 
period,  and  her  further  course  was  uncompli- 
i cated.  The  murmur  of  the  patent  ductus  ar- 
teriosus disappeared,  and  the  infant  was  dis- 
charged  on  December  19,  1973  weighing  2,038 
gm. 

Patient  No.  5 was  a 1,830  gm  white  male,  ges- 
j tational  age  of  31  weeks.  His  Apgar  scores  were 
I 8 at  one  minute  and  9 at  five  minutes.  Respira- 
tory distress  developed  shortly  after  birth  and 
became  worse.  Chest  x-ray  was  consistent  with 
HMD.  CPAP  was  started  at  11  hours  of  age. 
Three  hours  after  initiation  of  CPAP  a tension 
pneumothorax  on  the  left  side  developed,  and 
| a chest  tube  was  inserted.  The  infant  expired 
12  hours  after  developing  the  pneumothorax.  An 
J autopsy  was  not  performed. 


Patient  No.  6 was  a 1,899  gm  white  girl,  the 
first  of  a twin  pregnancy,  gestational  age  of  33 
weeks.  Her  Apgar  scores  were  5 at  one  minute 
and  8 at  five  minutes.  X-ray  findings  were  con- 
sistent with  HMD.  CPAP  was  begun  at  36  hours 
of  age.  She  responded  well  and  was  weaned  off 
CPAP  in  48  hours.  Thereafter  she  had  no  sig- 
nificant problems  and  was  discharged  at  a weight 
of  2,700  gm  in  good  health. 

Patient  No.  7 was  a 1,942  gm  white  male  born 
at  a neighboring  community  hospital;  gestational 
age  was  36  weeks.  His  Apgar  scores  were  6 at 
one  minute  and  7 at  five  minutes.  Moderate 
respiratory  distress  was  noticed  at  three  hours 
of  age  and  became  more  severe.  X-ray  findings 
were  consistent  with  HMD.  He  was  noted  to 
have  several  episodes  of  brief  apnea  beginning 
at  20  hours  of  age,  and  the  infant  was  transferred 
to  the  Wilmington  Medical  Center  at  24  hours 
of  age.  On  arrival  he  was  breathing  spontane- 
ously. CPAP  was  initiated  at  26  hours  of  age. 
The  infant  responded  well  and  was  weaned  off 
CPAP  at  63  hours.  Several  hours  after  discon- 
tinuation of  CPAP,  he  was  found  to  have  a mini- 
mal asymptomatic  pneumothorax  on  the  right 
side,  which  resolved  spontaneously  in  four  days. 
He  was  discharged  at  a weight  of  2,560  gm  in 
good  condition. 

Patient  No.  8 was  a 2,353  gm  white  female 
born  at  gestational  age  of  36  weeks  by  Cesarean 
section,  because  of  a previous  Cesarean  section 
for  placenta  previa.  Her  Apgar  scores  were  6 
at  one  minute  and  8 at  five  minutes.  Mild  res- 
piratory distress  began  shortly  after  birth  and 
rapidly  progressed.  X-ray  findings  were  con- 
sistent with  HMD.  CPAP  was  initiated  at  14 
hours  of  age,  and  she  responded  well.  She  was 
weaned  off  CPAP  at  73  hours  of  age.  No  com- 
plication was  noted,  and  she  was  discharged  at 
a weight  of  2,256  gm  in  good  condition. 

Patient  No.  9 was  a 2,359  gm  Puerto  Rican 
male  with  a gestational  age  of  36  weeks.  He  was 
born  by  Cesarean  section  because  of  a previous 
Cesarean  section.  Apgar  scores  were  9 at  one 
minute  and  five  minutes.  Mild  respiratory  dis- 
tress with  steady  progression  was  noticed  shortly 
after  birth.  X-ray  findings  were  consistent  with 
HMD.  CPAP  was  initiated  at  37  hours  of  age. 
No  complications  were  noticed,  and  he  was  dis- 
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charged  at  a weight  of  2,261  gm  in  good  condi- 
tion. 

Patient  No.  10  was  a 2,353  gm  white  male 
with  a gestational  age  of  35  weeks.  His  Apgar 
scores  were  8 at  one  minute  and  9 at  five  minutes. 
He  developed  moderate  respiratory  distress  short- 
ly after  birth,  and  x-ray  findings  were  consistent 
with  HMD.  Bilateral  tension  pneumothorax  oc- 
curred at  22  hours  of  age  for  which  chest  tubes 
were  inserted  bilaterally.  CPAP  via  face  mask 
was  tried  at  32  hours  of  age.  The  face  mask 
was  changed  to  nasal  cannulae  after  several  hours 
because  of  leaking  around  the  mask.  Hi'  was 
weaned  off  CPAP  at  six  days,  and  the  chest  tubes 
were  removed.  There  were  no  further  problems, 
and  he  was  discharged  at  a weight  of  2,730  gm 
in  good  health. 

Patient  No.  11  was  a 2,963  gm  white  male, 
gestational  age  of  36  weeks.  The  Apgar  score 
was  3 at  one  minute.  Progressive  respiratory  dis- 
tress was  noticed  shortly  after  birth,  and  x-ray 
findings  were  consistent  with  evidence  of  HMD. 
CPAP  was  started  at  11  hours  of  age.  He  re- 
sponded well,  although  he  had  some  abdominal 
distention  and  developed  asymptomatic  pneu- 
mothorax, which  resolved  spontaneously  in  three 
days.  He  was  weaned  off  CPAP  after  four  days 
and  discharged  at  a weight  of  2,754  gm  in  good 
condition. 

Patient  No.  12  was  a 3,000  gm  white  male 
term  infant.  His  Apgar  scores  were  9 at  one 
minute  and  9 at  five  minutes.  Moderate  respira- 
tory distress  developed  shortly  after  birth,  and 
x-ray  findings  were  consistent  with  aspiration 
pneumonia.  CPAP  was  initiated  at  15  hours  of 
age  and  PaCh  increased  with  the  same  FiOa  The 
infant  was  weaned  off  CPAP  at  30  hours  of  age 
and  discharged  at  the  weight  of  2,664  gm. 

Results  and  Discussion 

The  pertinent  clinical  data  on  the  twelve  in- 
fants studied  are  summarized  in  Table  1.  The 
mean  birth  weight  and  mean  gestational  age 
were  1950  gm  and  33.7  weeks  respectively.  If 
Patient  No.  1,  who  was  extremely  premature 
with  birth  weight  of  737  gm  is  excluded,  the 
mean  values  would  be  2060  gm  weight  and  34.6 
weeks.  Ten  of  the  twelve  infants  (83%)  were 
of  low  birth  weight  (less  than  2500  gm),  four 
of  whom  were  less  than  1500  gm.  Patients  No. 


1 and  No.  12  had  aspiration  pneumonia.  The  re- 
mainder had  clinical  and  characteristic  radio- 
graphic  features  of  hyaline  membrane  disease. 

The  overall  mortality  for  the  entire  group  was 
four  of  the  twelve  (33%);  three  of  the  four 
deaths  were  in  the  lowest  birth  weight  group 
(less  than  1500  gm),  including  Patient  No.  1, 
whose  birth  weight  was  only  737  gm.  Only  one 
death  occurred  among  the  infants  weighing  more 
than  1500  gm. 

Table  3 summarizes  the  biochemical  parame- 
ters measured  before  and  following  institution  of 
nasal  CPAP.  The  mean  PaO-j  values  before  and 
after  CPAP  were  46.9^12.9  and  78.3-36  mmllg 
respectively.  Analysis  of  the  difference  between 
the  two  means  utilizing  the  student  t-test  showed 
that  the  post-treatment  PaOa  was  significantly 
higher  than  the  pre-treatment  value  ( p less  than 
.05).  Significant  difference  was  also  observed 
between  the  mean  pH  values  (p  less  than  .005) 
that  could  not  be  accounted  for  by  changes  in 
PaCOs  levels,  which  showed  no  statistical  dif- 
ference between  pre-treatment  and  post-treat- 
ment. This  observed  rise  in  pH  following  treat- 
ment can  perhaps  be  explained  by  adequate 
fluid  therapy  and  correction  of  metabolic  aci- 
dosis by  alkali  infusion.  Improvement  of  tissue 
oxygenation  may  also  play  a role. 

As  illustrated  in  Patient  No.  3,  excessive  ac- 
cumulation of  COa  was  corrected  by  intermittent 
bagging.  Baggings  were  performed  every  30 
minutes  to  one  hour  using  the  CPAP  with  the 
infant’s  mouth  held  closed  for  three  to  five 
minutes. 

Complications  included  local  irritation  of  the 
nostrils,  which  was  minimal  and  required  no 
special  treatment,  and  mild  gastric  distention, 
which  was  usually  resolved  with  the  use  of  in- 
dwelling orogastric  tube.  One  tension  pneumo- 
thorax and  two  asymptomatic  pneumothoraces 
developed. 

In  the  two  infants  with  aspiration  pneumonia 
(No.  1 and  No.  12),  CPAP  treatment  was  not 
followed  by  any  observable  ohange.  We  believe 
that  such  infants  are  already  at  risk  of  develop- 
ing pneumothorax  and  the  use  of  CPAP  may 
only  increase  the  likelihood  of  alveolar  rupture 
if  lung  compliance  is  normal.  Individualization 
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of  patient  treatment  and  caution  are  indicated 
when  considering  the  use  of  CPAP  in  this  situa- 
I tion. 

Conclusion 

By  utilizing  CPAP  via  nasal  cannulae  we  were 
able  to  obtain  an  overall  survival  rate  of  67%  in 
12  infants  with  respiratory  distress.  An  88% 
j survival  rate  in  infants  was  achieved  when  birth 
! weight  was  greater  than  1,500  gm.  This  was  a 
i marked  improvement  in  survival  rate  over  that 
previously  achieved  using  mechanical  ventila- 
tion with  endotracheal  intubation.  Prior  to  use 
j of  CPAP  about  30%  of  neonatal  mortality  was 
j associated  with  HMD,  compared  to  about  10% 
at  present.  We  believe  this  improvement  is  due  to 
well-defined  criteria  for  and  an  early  aggressive 
I approach  to  CPAP  therapy,  and  the  relative  sim- 
plicity of  the  care  of  patients  receiving  CPAP 
via  nasal  cannulae  compared  to  CPAP  via  endo- 
tracheal tubes. 

Addendum 

Since  completion  of  this  study,  we  have  con- 
tinued to  use  CPAP  delivered  via  intranasal  can- 
| nulae  and  have  found  this  method  an  important 


means  of  assisted  ventilation  in  hyaline  mem- 
brane disease,  aspiration  pneumonia,  and  tran- 
sient tachypnea  of  the  newborn. 
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TABLE  3 


ARTERIAL  BLOOD  GASES  BEFORE  AND  AFTER  CPAP 


PATIENT 

P0  (mm  Hg.) 
Before  After 

PC0 ^ (mm  Hg.) 
Before  After 

pH 

Before  After 

fio2  C?) 

Before  After 

INITIAL 
PRESSURE  (air) 

1.  R.W. 

x =46.9 

x = 78.3 

x = 53 

x = 48.7 

x=  7.27 

x =7.31 

x^63.6 

x = 69.6 

64 

64 

45 

45 

7.18 

7.28 

50 

50 

6 cm.  H2O 

2.  E.V. 

38 

46 

68 

64 

7.27 

7.30 

50- 

50-. 

10  cm.  I120 

3.  M.M. 

38 

51 

76  - T. 
(Bagg: 

5-46 

i-ng) 

7.13 

7.21 

90 

80 

6 cm.  H20 

9.  B.J. 

52.1 

67 

42.7 

42.2 

7.11 

7.21 

100 

70 

10  cm.  H2O 

5.  B.G.S. 

73 

62 

64 

64 

7.26 

7.36 

75 

60 

8 cm.  H20 

6.  A.H. 

35 

74 

38 

40 

7.36 

7.32 

50 

65 

8 cm.  H20 

7.  S.L. 

36.8 

156.2 

42 

48 

7.30 

7.27 

40 

100 

8 cm.  H20 

8.  J.D. 

34 

69 

55 

42 

7.40 

7.41 

80 

100 

10  cm.  H20 

9.  J.R. 

43 

151 

46 

43 

7.32 

7.38 

48 

74 

8 cm.  H20 

10.  R.H. 

52 

59 

48 

53 

7.30 

7.33 

80 

80 

8 cm.  H20 

11.  D.H. 

59 

88 

57 

55 

7.26 

7.29 

40 

46 

8 cm.  H20 

12-  F.M. 

38 

52 

55 

43 

7.39 

7.35 

60 

60 

6 cm.  H2O 

- - Mean  Value  The  before-gas  values  were  obtained  ^ hour  prior  to  initiating  CPAP 

ABG  = Arterial  blood  gases  The  after”gas  ABG  values  were  obtained  % to  three  hours  after  initiating  CPAP 
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CANDIDA  ALBICANS  ENDOPHTHALMITIS 
DUE  TO  CATHETER  TIP  SEPSIS 


Robert  Abel,  Jr.,  M.D. 
Thomas  Baxter,  M.D. 


Ocular  infection  as  the  result  of  Candida  sep- 
ticemia has  been  a matter  of  growing  concern 
since  the  first  clinically  suspected  case  in  1958.1 
This  case  report  serves  to  emphasize  many  of 
the  features  of  this  disease. 

Case  Report 

The  patient,  a 32-year-old  white  male,  was 
admitted  to  the  Wilmington  Medical  Center  on 
January  27,  1975  for  treatment  of  severe  sacral 
and  bilateral  trochanteric  decubiti.  He  had  been 
quadraplegic  since  November  1972,  after  sus- 
taining a dislocation  and  fracture  of  the  Cs  and 
C6  vertebrae  with  transection  of  the  cervical  cord 
in  a fall  at  work.  Since  then,  he  had  had  several 
prolonged  hospitalizations  for  treatment  of  re- 
current urinary  tract  infections  and  generalized 
sepsis.  In  May  1974,  a cutaneous  ureteral  ileos- 
tomy was  performed.  In  October  and  again  in 
November  1974,  he  was  admitted  with  signs  and 
symptoms  of  partial  bowel  obstruction,  which 
was  treated  by  Cantor  tube  on  each  occasion 
with  improvement.  During  these  hospitaliza- 
tions, he  developed  large  sacral  and  trochanteric 
decubiti.  One  month  prior  to  his  admission  in 
January  1975,  he  developed  low-grade  fever, 
nausea,  vomiting,  and  left  abdominal  discom- 
fort. 

On  admission,  the  patient  presented  as  a pale, 
emaciated  male  with  flexion  contractures  of  the 
elbows,  wrists,  hips,  and  knees.  Temperature 
was  38.5°C,  pulse  108  and  regular,  and  blood 
pressure  110 /80.  There  were  no  cardiac  mur- 
murs, and  the  lungs  were  clear.  The  abdomen 
was  soft  and  non-tender,  and  no  organomegaly 
nor  masses  were  present.  Bowel  sounds  were 
normal.  Large  draining  sacral  and  trochanteric 
decubiti  were  present.  There  were  spastic  paraly- 

Dr.  Abel,  an  ophthalmologist  in  Wilmington,  is  also  an  Assistant 
Professor,  Jefferson  Medical  College,  and  Temple  University 
Hospital,  Philadelphia. 


Dr.  Baxter,  Chief  Resident  in  Medicine  at  the  Wilmington 
Medical  Center  at  the  time  this  article  was  written,  is  currently 
serving  in  the  United  States  Air  Force  and  stationed  at  Platts- 
burgh, New  York. 


sis  and  associated  loss  of  all  sensory  modalities 
from  the  Cs  level  down.  Eye  examination,  per- 
formed without  mydriatic  agents,  was  considered 
normal. 

Hemoglobin  was  11.0  g/dl,  hematocrit  36%. 
White  count  was  10,300  /cmm  with  81%  poly- 
morphonuclears  and  5%  band  forms.  There  were 
10-15  WBC /hpf  on  urinalysis.  SMA-12  examin- 
ation revealed  alkaline  phosphatase,  125  IU /L; 
albumin,  2.9  g/dl;  total  protein,  6.7  g/dl;  choles- 
terol, 147  mg/dl;  the  other  values  were  within 
normal  limits.  Blood  cultures  were  sterile. 
Urine  cultured  4000  colonies  /ml  of  Pseudomonas. 

EKG  and  chest  x-ray  were  unremarkable. 

The  patient  remained  febrile  after  admission, 
and  cephalothin  and  gentamicin  were  begun. 

He  continued  to  have  nausea,  vomiting,  left- 
sided abdominal  discomfort,  and  intermittent 
distention.  Hyperalimentation  was  instituted 
through  a right  subclavian  catheter.  Gallium 
scan  revealed  abnormal  uptake  in  the  right  lower 
quadrant.  An  exploratory  laparotomy  was  per- 
formed on  February  13  with  lysis  of  multiple  i 
adhesions;  no  abscesses  were  found,  and  follow-  i 

ing  surgery,  he  remained  febrile.  Antibiotic  i 

therapy  was  changed  to  gentamicin  and  clinda-  t 
mycin  with  some  initial  improvement  in  his  fever.  t 
On  February  27,  total  WBC  was  27,000/cmm  a 
with  a marked  left  shift;  a single  blood  culture 
grew  Serratia  and  a yeast.  jj 

On  March  6,  the  patient  began  spiking  tern-  1 

peratures  to  41°C;  three  blood  cultures  grew  - 

Candida  albicans.  Urine  grew  Serratia  and  Can - # 

dida  while  wound  cultures  grew  only  Candida.  i 
On  March  8,  the  antibiotics  were  discontinued 
and  the  right  subclavian  catheter,  which  had  It 
been  used  for  hyperalimentation,  removed.  Cul-  It 
ture  of  the  subclavian  catheter  tip  grew  Candida  ■ 
albicans.  The  patient  then  became  briefly  afe-  fc 
brile  with  a decrease  in  white  count  to  12,600/  k 
cmm. 
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FIGURE  1 

FUNDOSCOPIC  APPEARANCE  OF  CLASSICAL  METASTATIC  CANDIDA  ALBICANS 
LESIONS  IN  THE  RETINA 


The  right  eye  demonstrates  three  discrete,  elevated,  creamy  lesions  in  the  macular 
region.  The  left  eye  shows  a larger  lesion  which  is  not  as  well  demarcated  because 
of  contiguous  inflammation  in  the  overlying  vitreous  body. 


On  March  10,  eleven  days  after  the  first  posi- 
tive blood  culture  for  Candida,  the  patient  began 
complaining  of  irritation  of  both  eyes  and  visual 
“cobwebs.”  At  this  time  he  demonstrated  mild 
conjunctival  injection  adjacent  to  the  limbus  of 
I the  right  eye  and  fine  punctate  opacities  in  the 
i right  vitreous  with  one  larger  opacity  just  an- 
terior to  one  of  the  retinal  lesions  in  that  eye. 
Ophthalmoscopy  revealed  three  creamy-white, 
slightly  elevated,  discrete  lesions  in  the  right 
macular  area  and  a single,  somewhat  larger  lesion 
in  the  left  macula.  ( Figure  1 ) The  peripheral  ret- 
ina, near  vision  acuity,  and  the  remainder  of  the 
ophthalmologic  examination  were  normal.  There 
were  no  cardiac  murmurs,  and  the  physical  ex- 
amination was  essentially  unchanged. 

On  March  14,  the  margins  of  the  lesions  in 
the  right  retina  were  becoming  more  blurred, 
and  there  was  enlargement  of  the  vitreous 
lesion  in  that  eye.  He  was  begun  on  a two-week 
course  of  20  mg  intravenous  amphotericin  B 
daily  as  well  as  orally  administered  5-fluoro- 
cytosine,  6 gm  daily  in  divided  doses.  Sensitivity 
testing  revealed  that  the  Candida  was  sensitive 
to  5-fluorocytosine.  There  was  definite  evidence 
of  improvement  in  the  eye  lesions  at  the  end  of 
the  antibiotic  course  without  any  indication  of 
hepatic,  renal,  or  bone  marrow  toxicity. 

Three  weeks  after  the  completion  of  the  anti- 


microbial oourse,  the  vitreous  opacities  in  the 
right  eye  began  to  enlarge.  However,  as  the 
patient’s  general  condition  was  extremely  poor, 
it  was  decided  not  to  reinstitute  antimicrobial 
therapy.  After  developing  a fracture  of  the  left 
hip  with  extension  of  the  decubitus  into  the 
fraoture  site,  the  patient  expired  on  April  26. 

Histopathologic  examination  of  the  eyes  after 
death  revealed  histiocytes  and  plasma  cells  in 
the  posterior  vitreous  of  the  right  eye  with  no 
evidence  of  fungal  elements  on  the  hematoxylin 
and  eosin  stained  specimens.  Specific  fungal 
stains  of  the  cut  specimens  were  not  performed. 

Discussion 

Endogenous  Candida  infections  of  the  eye 
have  been  relatively  uncommon  in  the  past  but 
are  increasing  in  frequency.  Since  the  first 
clinically  recognized  case  in  1958, 1 over  100 
cases  have  been  reported  in  the  ophthalmologic 
literature.  One  of  us  (R.A.)  has  seen  nine  cases 
which  have  not  been  reported,  suggesting  that 
the  incidence  of  this  opportunistic  infection  is 
probably  greater.  In  the  great  majority  of  the 
reported  cases,  Candida  albicans  was  the  most 
prevalent  species  isolated  from  serum  and  cathe- 
ter tip  cultures;  since  the  other  eight  patients 
retained  useful  vision,  the  causative  organism 
could  not  be  recovered  from  these  eyes. 


Del  Med  Jrl,  Apr  1976 — Vol  48,  No  4 


213 


Candida  Albicans  Endophthalmitis  Due  to  Catheter  Tip  Sepsis — Abel 


The  following  are  thought  to  be  predisposing 
causes  for  fungal  septicemia:  1)  antecedent  sur- 
gery (especially  of  the  gastrointestinal  tract); 
2)  the  use  of  broad-spectrum  antimicrobial  and 
immunosuppressive  agents;  3)  the  presence  of 
indwelling  catheters,  especially  as  may  be  used 
with  hyperalimentation;  4)  narcotic  abuse;  5) 
immunologically  suppressed  hosts;  and  possibly 
6)  the  presence  of  diabetes  mellitus. 

In  this  case  report,  the  patient  underwent 
abdominal  surgery,  was  then  placed  on  broad- 
spectrum  antimicrobial  agents,  and  received 
parenteral  therapy  via  an  indwelling  subclavian 
catheter.  He  was  susceptible  to  recurrent  urinary 
tract  infections  via  his  cutaneous  ureteral  ileos- 
tomy and  had  non-healing  decubiti.  Candida 
was  recovered  from  his  decubiti,  urine,  and 
blood  cultures  as  well  as  from  the  catheter  tip. 
His  intraocular  infection  responded  to  systemic 
amphotericin  B therapy.  All  of  the  foregoing 
point  to  Candida  as  the  etiology  of  his  intraocu- 
lar infection  although  the  organism  was  not 
recovered  from  the  eye. 

Patients  who  develop  endogenous  fungal 
endophthalmitis  often  complain  of  photophobia, 
floating  spots  and  cobwebs,  decreased  vision,  and 
slight  ocular  discomfort,  but  symptoms  may  be 
absent  when  the  lesions  are  located  peripherally. 
The  discomfort  and  photophobia  are  related  to 
an  associated  iritis  although  the  organism  is 
rarely  isolated  from  anterior  chamber  para- 
centesis. 

The  symptoms  usually  appear  three  to  fifteen 
days  after  the  fungemia  is  first  detected.  The 
eye  will  demonstrate  slight  pericorneal  injection, 
cells  in  the  anterior  chamber,  and  the  typical 
creamy-white,  elevated,  well-demarcated  inflam- 
matory lesion(s)  in  the  central  posterior  pole, 
usually  between  the  disc  and  macula.  These 
lesions  look  very  similar  to  a Candida  albicans 
colony  on  a blood-agar  plate.  There  often  is 
some  overlying  haze  in  the  vitreous  above  the 
retinal  lesions;  slowly  over  the  next  few  days, 
the  lesion(s)  will  enlarge  and  appear  to  spread 
into  the  vitreous.  Occasionally,  a large  yel- 
low opacity  will  develop  in  the  vitreous  body 
within  several  days.  By  this  time,  Candida  will 
usually  have  been  recovered  from  the  blood, 
urine,  and  catheter  tip  if  one  is  used.  Edwards 
and  co-workers  reported  that  78%  of  76  patients 


at  autopsy  demonstrated  Candida  lesions  in  at 
least  one  other  organ  besides  the  eye.2 

The  ocular  lesion  probably  originates  as  a 
micro-embolus  to  the  retinal  capillaries  near  the 
macula.  Polymorphonuclear  cells  and  giant  cells 
coalesce  in  the  area  to  form  an  acute  abscess. 
Characteristically,  yeast  and  pscudohyphae  are 
demonstrated  with  periodic  acid-Schiff,  Gomori 
methenamine  silver,  and  Gridley  stains.  The  in- 
flammation in  the  vitreous  is  characterized  by 
aggregates  of  polymorphonuclear  cells  and  histio- 
cytes, and  only  rarely  can  yeast  cells  be  seen. 

The  differential  diagnosis  for  such  a retinal 
lesion  would  include  a Roth  spot  and  cotton- 
wool spots.  A Roth  spot  is  a flame-shaped  retinal 
hemorrhage  in  the  nerve  fibre  layer  of  the  retina 
with  a small,  white,  central  lesion  caused  by 
platelet,  white  cell,  or  septic  aggregates.  Roth 
spots  occur  in  polycythemia  vera,  leukemia,  and 
from  septic  emboli  associated  with  subacute 
bacterial  endocarditis.  Cotton-wool  spots  repre- 
sent micro-infarcts  in  the  nerve  fibre  layer  ves- 
sels and  appear  as  superficial,  poorly  demarcated, 
greyish  exudates.  Neither  of  these  two  entities 
should  give  rise  to  visual  symptoms,  iritis,  or 
vitreous  opacities. 

Early  recognition  of  the  clinical  appearance 
of  this  characteristic  septic  retinitis  may  be  the 
only  clue  to  the  diagnosis  of  the  candidemia 
before  vision  is  irreversibly  extinguished.2  4 Fre- 
quent ophthalmoscopic  examination  is  vital  in 
evaluating  the  course  of  the  intraocular  infection 
and  in  determining  when  to  initiate  therapy. 
Meticulous  drawings  and  fundus  photographs 
are  important  in  corroborating  the  evolution  of 
the  ocular  lesions. 

Transient  fungemia  usually  can  be  successfully 
managed  by  discontinuing  antibiotics  and  corti- 
costeroids and  removing  intravenous  catheters; 
discontinuation  of  previous  antimicrobial  therapy 
will  not  alter  the  progression  of  the  endophthal- 
mitis once  it  occurs.3  In  only  one  reported  case 
has  this  oculomycosis  spontaneously  resolved.5 
If  the  intraocular  lesions  are  not  detected  or  if 
treatment  is  delayed  or  withheld,  permanent 
loss  of  vision  and  often  the  loss  of  the  eye 
usually  result.3-5,6 

Amphotericin  B is  universally  favored  as  the 
treatment  of  choice  of  Candida  endophthalmitis, 
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despite  the  inconvenience  of  parenteral  adminis- 
tration, the  required  duration  of  therapy,  the 
frequency  of  adverse  reactions,  and  the  poor 
penetration  of  amphotericin  B into  the  eye.  It 
appears  that  Candida  albicans  is  exquisitely  sen- 
sitive and  does  not  tend  to  develop  resistance 
to  this  drug.  Many  authors  have  reported  that 
intravenous  amphotericin  B therapy  is  usually 
successful  in  eradicating  the  intraocular  infec- 
tion and  restoring  vision, 2,3,iV0  when  a total  dose 
of  greater  than  150  mg3  to  200  mg2  can  be  ad- 
ministered. The  usual  administration  of  ampho- 
tericin B is  15-25  mg/kg/day  intravenously  until, 
hopefully,  500  mg  are  delivered.  Many  patients 
will  not  tolerate  the  drug  well;  however,  in  the 
personal  experience  of  one  of  us  (BA)  a cumu- 
lative dose  as  low  as  75  mg  has  been  sufficient 
to  initiate  the  eradication  of  the  ocular  lesions 
within  two  weeks  following  termination  of 
therapy. 

5-fluorocytosine  apparently  is  effective  against 
some  strains  of  Candida  sp.,  Crijptococcus  neo- 
formans,  and  Torulopsis  glabrata.  However,  5- 
FC  is  not  the  drug  of  choice  for  these  infections 
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as  it  has  been  shown  to  be  ineffective  in  many 
cases  of  Candida  endocarditis  and  chronic  muco- 
cutaneous candidiasis  even  when  the  isolate  was 
shown  to  be  sensitive.0-10  This  agent  also  prompts 
the  rapid  development  of  resistant  strains.11  5-FC 
does  have  some  synergistic  effect  with  ampho- 
tericin B since  the  former  agent  causes  genetic 
miscoding  of  the  fungus  whereas  the  latter  acts 
directly  on  the  cell  wall. 

Amphotericin  B therefore  remains  the  therapy 
of  choice  for  desseminated  candidiasis.  5-Huoro- 
cytosine  may  be  used  additionally  or  reserved 
for  use  when  toxicity  from  amphotericin  de- 
velops. 

Summary 

This  case  report  indicates  several  important 
features  of  intraocular  Candida  infections:  1) 
The  incidence  of  such  infections  is  increasing; 
2)  There  are  certain  predisposing  factors  which 
must  be  suspected;  3 ) Ocular  symptoms  demand 
fundoscopic  examination;  4)  The  diagnosis  of 
endogenous  Candida  endophthalmitis  can  be 
made  only  by  detecting  the  characteristic  fundus 
lesion;  5)  Careful  attention  to  ocular  symptoms, 
periodic  fundus  examination,  and  rapid  specific 
antifungal  therapy  contribute  to  an  improved 
prognosis;  6)  Amphotericin  B is  the  mainstay  of 
therapy  for  ocular  Candida  lesions  despite  the 
fact  that  Candida  sepsis  will  at  times  resolve 
spontaneously  with  discontinuation  of  catheters 
and  antimicrobial  agents. 
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THE  INTRAUTERINE  CONTRACEPTIVE 
DEVICE  AND  TUBAL  PREGNANCY  IN 
A SMALL  COMMUNITY  HOSPITAL 


It  has  been  stated  by  various  authors  and  in 
I several  series  that  the  intrauterine  contraceptive 
device  (IUCD)  does  not  increase  the  incidence 
of  tubal  pregnancy,  and  in  fact,  because  of  its 
overall  contraceptive  effect  the  incidence  of  tubal 
pregnancy  is  reduced  in  women  having  an 
IUCD.1  When  counseling  prospective  IUCD 
users,  it  had  been  our  practice  to  apprise  them 
! of  these  “facts.”  It  is  no  longer  our  practice  to 
do  so,  owing  to  what  seems  to  be  an  increase  of 
tubal  pregnancy  among  IUCD  users  in  our  area 
of  service.  The  most  frequently  quoted  incidence 
of  tubal  pregnancy  in  the  current  literature  is 
I per  200  live  births.2 

The  period  of  comparison  in  this  paper  is 
September  1,  1974  to  September  1,  1975.  Dur- 
ing that  time  there  were  810  live  births  in  our 
hospital  and  eight  tubal  ectopic  pregnancies,  for 
an  incidence  of  one  tubal  pregnancy  to  100  live 
births.  The  charts  of  the  eight  ectopic  preg- 
! nancies  were  surveyed.  Four  of  the  patients 
had  IUCD’s  at  the  time  of  surgery.  In  three 
patients  no  history  of  either  IUCD  or  pelvic  in- 
flammatory disease  could  be  elicited,  but  two  of 
the  three  had  histories  of  secondary  infertility. 
One  of  the  four  patients  without  IUCD  had  a 
history  of  chronic  pelvic  inflammatory  disease, 
and  at  surgery  a right  cornual  ectopic  pregnancy 
was  present  in  conjunction  with  a left  hydro- 
salpinx. 

Among  the  four  patients  with  IUCD  and  tubal 
pregnancy,  varying  periods  of  time  had  elapsed 
from  IUCD  insertion  to  the  time  of  surgery. 
(Table  I) 

Dr.  Campbell  is  a member  of  the  Department  of  Obstetrics  and 
I Gynecology  at  the  Milford  Memorial  Hospital,  Milford,  Delaware. 


Neil  P.  Campbell,  M.D. 


TABLE  1 

DURATION  BETWEEN  INSERTION  OF  IUCD  AND 
DEVELOPMENT  OF  ECTOPIC  PREGNANCY 

Duration  of  IUCD 


Patient 

Before  Ectopic 

Gravida  / Para 

CB. 

1 1 months 

4/3 

R.A. 

1 year 

2/2 

J.K. 

5 years 

4 /3 

E.C. 

6 months 

1/0 

Mishell  et  al  have  clearly  shown  that  IUCD 
may  be  associated  with  endometritis  and  sal- 
pingitis.3 The  reported  rates  of  clinical  sal- 
pingitis among  IUCD  users  vary  considerably. 
One  significant  factor  may  have  been  disclosed 
in  Wright’s  findings  on  increased  attack  rate  of 
pelvic  inflammatory  disease  among  indigent  users 
as  compared  to  IUCD  users  in  the  higher  socio- 
economic strata.4 

The  failure  rate  of  the  IUCD  depends  on  the 
experience  of  the  personnel  inserting  the  device. 
Sakarabayaski’s  group  has  shown  that  pregnancy 
ind /or  IUCD  rejection  is  related  to  position  of 
the  IUCD  within  the  uterine  cavity.5 

All  of  the  IUCD’s  in  our  group  of  patients  had 
been  placed  by  different  gynecologists.  All  of 
these  doctors  were  experienced  and  regular  pre- 
scribers  of  IUCD.  In  reviewing  the  outpatient 
charts  of  the  four  IUCD  ectopic  patients,  rea- 
sons for  IUCD  selection  over  oral  contraceptives 
varied  from  fear  of  cancer  or  thrombophlebitis 
to  weight  gain,  depression,  or  loss  of  libido.  In 
one  patient  IUCD  had  been  recommended  be- 
cause of  the  development  of  hypertension  while 
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she  was  on  oral  contraceptives.  Brief  clinical 
summaries  of  the  four  cases  are  listed  below. 

E.C.,  a 21  year-old  Gravida  1 Para  0,  was  admitted 
on  March  18,  1975.  LMP  was  1/28/75.  There  was 
no  interval  bleeding.  The  patient  complained  of 
right  lower  quadrant  pain  at  the  time  of  admission. 
Examination  revealed  right  adnexal  fullness  and 
tenderness.  IUCD  strings  were  present  in  the  ex- 
ternal cervical  os.  Culdecentesis  yielded  10  cc  of 
dark,  non-clotting  blood.  At  laparotomy,  a right 
tubal  ectopic  pregnancy  was  present. 

R.A.,  a 28  year-old  Gravida  2 Para  2,  was  admitted 
on  May  18,  1975.  LMP  was  5/8/75.  The  patient 
was  seen  in  the  office  four  days  prior  to  admission 
with  right  lower  quadrant  pain  and  temperature  of 
100°.  Diagnosis  of  salpingitis  was  made.  The 
IUCD  was  removed  and  antibiotics  were  started. 
Four  days  later  she  came  to  the  same  office  with  per- 
sistent pain  and  a history  of  syncope.  Culdecentesis 
at  that  time  revealed  15  cc  of  dark,  non-clotting 
blood.  At  laparotomy  a right  tubal  ectopic  preg- 
nancy was  found. 

C.B.,  a 27  year-old  Gravida  4 Para  3,  was  admitted 
on  May  16,  1975.  LMP  was  5/2/75.  The  patient 
complained  of  right  lower  quadrant  pain  and  profuse 
vaginal  bleeding.  Examination  revealed  right  lower 
quadrant  and  right  adnexal  fullness  and  tenderness, 
IUCD  strings  in  cervical  os  and  free  flow  of  non- 
clotting blood  upon  culdecentesis.  Laparotomy  re- 
vealed a right  tubal  ectopic  pregnancy  with  active 
bleeding. 

J.K.,  a 35  year-old  Gravida  4 Para  3,  was  admitted 


on  August  19,  1975.  LMP  was  7/20/75.  The  pa- 
tient had  onset  of  left  lower  pain  ten  days  prior  to 
admission.  She  had  irregular  spotting  since  her 
last  menstrual  period.  Examination  revealed  cul-de- 
sac  fullness,  left  adnexal  tenderness,  and  culdecen- 
tesis yielded  8 cc  of  non-clotting  blood.  IUCD  strings 
were  present  in  the  cervical  os.  At  laparotomy  an 
unruptured  left  tubal  ectopic  pregnancy  was  present. 

The  anticipated  incidence  of  tubal  pregnancy 
in  a series  of  810  live  births  would  be  four.  In- 
stead, it  was  eight  and  of  these  50%  had  an 
IUCD  at  the  time  of  surgery. 

Admittedly,  this  is  an  extremely  small  number 
of  patients  and  the  data  insufficient  to  draw  any 
significant  conclusion.  We  merely  wish  to  call 
attention  to  the  studies  of  others  who  have  well 
demonstrated  the  association  of  salpingitis  to 
IUCD,  and  by  presenting  our  cases  to  empha- 
size the  seeming  association  of  IUCD  to  both 
salpingitis  and  tubal  ectopic  pregnancy  in  our 
patients. 
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MEDICAL  LEADERSHIP  NEEDED 

As  state  legislatures  are  asked  to  bear  an  ever 
larger  part  of  the  expenses  of  educating  new  phy- 
sicians, they  are  asking  for  assurances  that  these 
M.D.’s  return  to  practice  in  their  own  state. 
However,  even  if  they  return,  will  they  go  where 
they  are  most  needed?  Most  return  to  the  type 
of  environment  in  which  they  grew  up,  except 
that  ghetto  and  poverty  children,  arid  those  from 
very  rural  areas,  don’t  want  to  return,  thus  mag- 
nifying the  maldistribution. 

In  general  the  people  most  motivated  to  solve 
this  problem  of  maldistribution  are  the  ones  most 
affected  by  it,  which  seldom  includes  the  phy- 
sicians themselves.  So  we  see  civic  groups  and 
legislators,  aroused,  holding  meetings,  and  work- 
ing on  solutions,  but  since  they  do  not  approach 
the  problem  from  a physician’s  point  of  view  the 
remedies  proposed  are  usually  ineffective  and 
monotonously  similar. 

They  tend  to  take  one  of  two  forms:  One  is  a 
mailing  by  the  Chamber  of  Commerce  which 
says  “our  only  remaining  doctor  is  65,  has  had 
one  coronary  and  plans  to  retire.  We  are  a 
rapidly  growing  prosperous  area  with  great  rec- 
reational facilities,  and  the  hospital  is  only  ten 
miles  away.”  The  community  leaders  see  it  as 
a great  opportunity;  the  young  doctor  sees  it  as 
a way  to  bury  himself  alive  in  a 365-day  work 
year,  12-16  hours  per  day,  shuttling  back  and 
forth  that  ten  miles  from  office  to  hospital  at 
break-neck  speed,  never  getting  near  those  fine 
recreational  facilities. 

The  second  method  consists  of  giving  scholar- 
ship money  to  medical  students  with  a provision 
that  they  will  return  to  practice  in  an  area  in  lieu 
of  payback.  Experience  shows  that  over  95% 
of  doctors  educated  under  these  plans  choose 
payback  rather  than  practice. 

These  plans  have  failed  universally,  yet  each 
year  brings  a replay  of  the  same  old  tune.  Ef- 
forts to  force  the  issue  and  eliminate  the  pay- 
back option  wind  up  in  lawsuits  over  “indentured 
servitude.” 

I suggest  that  the  medical  profession  take  the 


initiative  and  advise  the  public  of  more  reason- 
able ways  to  solve  these  problems.  The  public 
tends  to  think  in  terms  of  money,  but  money 
alone  is  not  the  answer.  Young  doctors  will  make 
a good  living  anywhere,  and  they  know  it.  If 
they  wanted  to  make  a LOT  of  money,  they 
wouldn’t  go  into  primary  care  in  the  first  place. 

Then  what  are  they  interested  in?  Ask  your- 
self what  you  are  interested  in.  Remember,  they 
are  idealistic,  even  as  most  of  us  ( if  you  are  not, 
you  can  probably  remember  when  you  were). 
They  are  willing  to  work  hard,  but  today  they 
expect  to  get  some  time  for  themselves  and  their 
families  and  some  opportunity  to  keep  their  skills 
up-to-date.  They  want  to  take  pride  in  the  medi- 
cine they  practice.  These  young  people  have 
excelled  all  their  lives,  and  they  want  to  continue 
to  excel.  A majority  go  into  practice  within 
driving  distance  (50-75  miles)  of  where  they 
take  residency,  where  they  have  an  already  estab- 
lished circle  of  friends,  and  where  they  think 
they  can  keep  up-to-date. 

The  state  of  Indiana  did  a study  of  why  phy- 
sicians leave  rural  and  small  town  practices.  The 
following  reasons  were  ranked  “very  important” 
by  the  departing  doctors. 

1.  Work  load  too  heavy  61.5% 

2.  Inability  to  continue  education  57.6% 

3.  Inadequate  coverage  for  time  off  53.6% 

4.  Isolation  of  solo  practice  46.1% 

Money  was  farther  down  the  list,  and  so  were 
recreational  facilities.  Indiana  attacked  the  prob- 
lem by  putting  money  into  hospital  educational 
programs,  establishing  a statewide  educational 
network.  Medical  students  were  brought  into 
contact  with  practicing  physicians  early  in  their 
training  so  that  they  could  use  these  M.D.’s  rather 
than  their  research  oriented  professors  as  their 
role  models.  It  has  been  overwhelmingly  suc- 
cessful. 

In  Delaware  we  have  tried  to  do  the  same 
thing  but  on  a smaller  scale,  largely  through  the 
dimer  Program  relationship  with  Jefferson  Medi- 
cal College.  Continuing  education  programs  are 
conducted  in  all  general  hospitals  of  the  state. 
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Students  are  assigned  for  short  periods  to  the 
offices  of  practicing  physicians  in  all  three  coun- 
ties. Summer  employment  opportunities  have 
been  created  for  medical  students  in  all  interested 
hospitals. 

How  many  of  our  dimer  students  will  return 
to  Delaware  is  still  conjectural.  They  won’t  be 
ready  to  enter  practice  until  1977.  Tentative 
figures  obtained  from  around  the  state,  however, 
indicate  that  we  are  already  getting  large  num- 
bers of  M.D.’s  from  other  sources.  There  has 
been  at  least  a 50%  increase  in  active  medical 
staff  since  1969-70  in  all  the  hospitals.  The  rea- 
sons for  this  are  obviously  complex,  but  it  seems 
safe  to  say  that  we  would  not  have  seen  such  an 
increase  if  those  new  physicians  felt  we  were 
backward,  isolated,  and  deteriorating  medically. 
The  opportunity  to  appeal  to  the  young  physi- 
cians is  here.  Each  community  must  consider 
carefully  how  to  take  advantage  of  the  oppor- 
tunity. We  of  the  medical  profession  should  ad- 
vise them  and  be  sure  that  the  medical  environ- 
ment is  welcoming  and  encouraging. 

E.W.M. 
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OSCAR  N.  STERN,  M.D. 

Oscar  N.  Stern,  M.D.  died  suddenly  January 
10,  1976  at  age  69.  He  had  been  an  obstetrician 
in  Wilmington  since  1937.  Among  his  many  ac- 
tivities outside  his  obstetrical  practice,  he  was  a 
founding  fellow  and  past  chairman  of  the  finance 
committee  of  the  American  College  of  Obstetrics 
and  Gynecology,  a certified  fellow  of  the  Inter- 
national College  of  Surgeons,  and  -a  diplomate  of 
the  American  Board  of  Obstetricians  and  Gyne- 
cologists. He  also  at  one  time  served  as  president 
of  the  Delaware  Division  of  the  American  Cancer 
Society  and  was  a member  of  the  Medical  Society 
of  Delaware,  the  New  Castle  County  Medical 
Society,  and  numerous  Masonic  organizations. 
He  was  the  former  attending  chief  at  the  Wil- 
mington Medical  Center  and  was  a clinical  pro- 
fessor of  obstetrics  and  gynecology  at  Jefferson 
Medical  College,  Philadelphia,  until  his  retire- 
ment in  1974.  He  was  an  excellent  teacher, 
gentle  with  his  patients,  a continuous  student, 
and  one  who  handled  life  and  its  problems, 
whether  personal  or  professional,  with  an  urgent 
sense  of  directness. 

Intensely  perceptive,  he  had  the  unusual  skill 
of  quickly  being  able  to  recognize  the  concise 
core  of  a situation  and  with  almost  machine-gun 
quickness  could  offer  a solution. 

He  is  survived  by  his  wife,  Anne  Gladding 
Stern;  two  daughters,  Mary  C.  Stern  and  Anne 
G.  Stern,  both  of  Wilmington;  and  a sister,  Selma 
Tassman  of  Philadelphia. 

He  will  be  greatly  missed  by  those  physicians 
and  those  patients  who  appreciated  his  avail- 
ability, his  honesty  and  sincerity,  and  his  gentle 
empathy. 

% Hf  » 


A.  KING  LOTZ,  M.D. 

A.  King  Lotz,  M.D.  died  January  18,  1976. 
He  was  84  years  old  and  had  been  a physician 
in  Wilmington  for  more  than  50  years. 


Following  graduation  from  medical  school  in 
1917  he  interned  at  the  Memorial  Division  ( then 
named  the  Homeopathic  Hospital). 

An  active  and  competent  physician,  Dr.  Lotz 
also  found  the  time  to  serve  as  dean  of  the  nurs- 
ing school  where  he  interned,  and  was  also  from 
1940  to  1956  a member  of  the  Delaware  State 
Board  of  Medical  Examiners.  He  had  been  a 
member  of  the  Medical  Society  of  Delaware  from 
1925  until  his  death. 

He  retired  in  1970. 

Dr.  Lotz  is  survived  by  his  wife,  Pearl  Satter- 
field Lotz;  a daughter,  Janet  Gregg  of  Wilming- 
ton; a son,  A.  King,  Jr.,  of  Northport,  N.Y.;  a 
stepson,  Ralph  C.  Satterfield  of  Bon  Air,  Virginia; 
a stepdaughter,  Dorothy  S.  Peasley  of  Wilming- 
ton; 15  grandchildren  and  three  great-grandchil- 
dren. 

«?  « £ 

THOMAS  H.  HOGSHEAD,  M.D. 

Thomas  Hamilton  Hogshead,  a psychiatrist, 
died  February  25,  1976  at  the  age  of  64.  He 
had  served  as  President  of  the  Delaware  Psychia- 
tric Society  in  1970.  In  1962  he  resigned  as 
Director  of  the  Medical  Section  of  the  duPont 
Co.,  Louviers,  and  became  superintendent  of  the 
New  Mexico  State  Hospital.  Following  a serious 
illness  he  returned  to  Delaware  where  he  en- 
tered the  private  practice  of  psychiatry. 

He  had  also  been  psychiatric  consultant  to  the 
Episcopal  Diocese  interdenominational  center,  to 
the  Catholic  Social  Services,  Inc.,  the  Child  Diag- 
nostic and  Development  Clinic  of  Alfred  I.  du- 
Pont Institute,  and  the  Delaware  Curative  Work- 
shop. 

He  is  survived  by  his  wife,  Catherine  Gierhart 
Hogshead;  two  daughters,  Catherine  A.  Melvin 
and  Anne  H.  Aleman,  both  of  Wilmington;  three 
sons,  Thomas  H.,  Jr.,  of  New  York  City  Richard 
McC.  of  Wilmington,  and  Harry  S.  of  Staunton, 
Va.;  two  sisters,  Mrs.  George  B.  Tullidge  and 
Mrs.  William  T.  McIntyre,  both  of  Staunton;  and 
five  grandchildren. 
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SANFORD  G.  ROGG,  M.D. 

On  March  9,  1976,  psychiatrist  Sanford  G. 
Rogg,  M.D.,  age  59,  died  suddenly  and  unex- 
| pectedly. 

A member  of  the  Delaware  Psychiatric  Society, 
| he  was  part  of  the  duPont  Company’s  employee 
| health  program  and  at  times  visited  duPont 
: plants  in  various  parts  of  the  country  for  indus- 
< trial  psychiatric  consultations.  He  had  been  with 
Ij  the  duPont  Medical  Department  since  June,  1955. 

He  not  only  maintained  an  office  for  private  prac- 
i tice  in  Wilmington,  but  also  at  times  assisted  law- 
| yers  as  a forensic  psychiatrist. 

In  1943  he  entered  the  Army  Medical  Corps, 
i:  served  with  the  44th  Infantry  Division  overseas, 
i and  was  a psychiatrist  for  various  stateside  ser- 
i vice  hospitals  until  1946. 

In  1950  he  became  associated  with  the  recently 
\ opened  Veterans  Administration  Hospital  in  Els- 
; mere,  leaving  to  become  senior  staff  psychiatrist 
at  the  Delaware  State  Hospital. 

He  worked  at  the  Delaware  State  Hospital 


from  November  1952  until  the  end  of  1953,  when 
he  resigned  to  become  medical  director  of  a new 
private  psychiatric  sanatorium,  Daybreak  Lodge, 
opening  at  2801  W.  6th  Street. 

From  approximately  1950  to  1955  he  taught 
psychiatry  at  the  University  of  Pennsylvania 
School  of  Medicine  and  was  simultaneously  a 
consultant  to  the  Hidden  Brook  Center  for  Alco- 
holism. 

He  had  written  numerous  articles  for  medical 
journals,  and  in  1966  he  co-authored  a book, 
“Emotions  and  the  Job,”  with  the  late  C.  A. 
D’Alonzo,  M.D.,  who  was  at  that  time  assistant 
medical  director  of  the  duPont  Company. 

Dr.  Rogg  attended  the  Royal  Medical  School 
in  Edinburgh,  Scotland,  and  earned  his  M.D.  in 
1942  at  the  Lausanne  University  School  of  Medi- 
cine in  Switzerland. 

Dr.  Rogg  was  a member  of  the  New  Castle 
County  Medical  Society  and  had  belonged  to 
the  Medical  Society  of  Delaware  since  1953, 

Charles  M.  Bancroft,  M.D. 
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NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 

• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  exte 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorpti 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surf 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  proli 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACT  I 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current 
ture  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin 
toxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PW 


/Burroughs  Wellcome  Co 


Research  Triangle  Park 
North  Carolina  27709 
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ACID-BASE  AND  ELECTROLYTE  BALANCE  by  Gosta 
Rooth,  Year  Book  Medical  Publishers,  Chicago, 
1974.  118  pp.  Price  $7.95. 

Many  of  us,  as  medical  students,  were  taught 
acid  base  balance  by  a number  of  different 
specialists.  The  biochemists,  pulmonary  physi- 
ologists, nephrologists,  anesthesiologists,  and  even 
clinical  pathologists  have  all  attempted  to  teach 
the  fundamentals  of  acid  base  pathophysiology, 
and  the  extent  to  which  many  physicians  regard 
this  as  a difficult  subject  is  the  extent  to  which 
that  teaching  has  failed. 

There  have  been  many  books  and  articles  on 
the  subject,  so  why  should  yet  another  book  be 
any  different?  The  answer  is  that  Dr.  Rooth 
succeeds,  in  118  pages,  where  many  others  have 
failed.  He  succeeds  by  being  succinot,  clear  and 
following  a logical  progression  through  a simple 
introduction  to  acid  base  balance,  methods  of 
measurement,  calculation  of  the  various  par- 
ameters, and  discussion  of  the  primary  changes 
and  compensatory  mechanisms. 

Since  Dr.  Rooth  is  Swedish,  there  is  consider- 
able emphasis  on.  the  Astrup  equilibration  tech- 
nique for  Pco2  determination.  While  this  method 
is  still  widely  used  in  this  country,  the  direct 
reading  Pco2  electrode  is  more  commonly  en- 
countered and  entails  fewer  measurements. 
Whatever  method  is  used,  the  Siggard-Andersen 
alignment  nomogram  may  still  be  used  and  a 
measure  made  of  base  excess  or  base  deficit. 
While  the  base  excess  concept  has  been  criticized, 
especially  if  too  slavishly  followed,  it  is  a further 
aid  in  understanding  the  basic  processes  in  acid 
base  balance.  Compensatory  mechanisms  are 
clearly  explained  with  the  aid  of  a base  excess/ 
Pco2  diagram.  The  advantages  of  such  a diagram 
are  that  the  scales  are  linear  and  the  pH  lines 
virtually  straight.  The  fine  followed  in  meta- 
bolic or  respiratory  compensation  can  be  clearly 
seen  and  may  be  used  to  assess  the  degree  of 
compensation  in  the  individual  patient. 

There  are  two  small  criticisms.  Some  of  the 
references  are  incorrectly  numbered,  and  the 


grammar  is  occasionally  rather  stilted.  My  over- 
all impression,  however,  is  of  a book  that  can 
be  highly  recommended  to  anyone  who  may  be 
struggling  with  acid  base  balance.  Even  those 
who  have  found  acid  base  physiology  easy  may 
learn  something. 

!975  YEAR  BOOK  OF  PATHOLOGY  AND  CLINICAL 
PATHOLOGY  edited  by  Frank  A.  Carone,  M.D.  and 
Rex  B.  Conn,  M.D.,  Year  Book  Medical  Publishers, 
Chicago.  558  pp.  Ulus.  Price  $25.00. 

This  is  the  75th  anniversary  of  Year  Book  Medi- 
cal Publishers,  a statement  that  attests  to  the  fact 
that  the  Year  Books  fulfill  a need  for  many 
physicians.  The  number  of  separate  Year  Books 
now  stands  at  21,  representing  over  7,000  ab- 
stracted articles.  The  ultimate  selection  of  ab- 
stracts for  publication  is  the  task  of  the  editor 
so  it  is  possible  that  editorial  interests  could  re- 
sult in  a rather  biased  selection.  This  does  not 
appear  to  have  occurred  with  this  volume  al- 
though the  reviewer  would  oriticize  the  limited 
selection  of  articles  in  clinical  pathology,  which 
represents  but  40%  of  the  total;  however,  further 
digging  into  the  articles  in  the  pathology  section 
reveal  many  which  might  be  legitimately  classi- 
fied as  clinical  pathology. 

A very  broad  area  of  pathology  is  covered,  and 
as  an  overview  of  what  was  published  in  1974,  it 
performs  a more  than  adequate  job.  One  of  the 
most  valuable  features  is  the  editorial  comment 
which  follows  the  great  majority  of  abstracts. 
These  comments  often  refer  to  one  or  more  addi- 
tional articles  on  the  same  subject  which  may  be 
of  interest  to  the  reader. 

The  three-page  introduction  to  the  clinical 
pathology  section,  a short  discussion  by  Dr.  Conn 
on  assessing  the  predictive  value  of  any  given 
test,  is  essential  reading  to  any  pathologist  and 
many  clinicians.  As  Dr.  Conn  states,  “Old  labor- 
atory tests  never  die  and  very  few  of  them  ever 
fade  away,”  yet  the  task  of  abandoning  a test 
which  performs  no  useful  function  is  difficult 
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indeed.  This  is  where  calculating  the  predictive 
value  of  a test  for  a positive  diagnosis  in  a dis- 
eased subject  becomes  invaluable. 

In  summary,  this  volume  represents  a good  re- 
view of  pathology  articles  published  in  1974  and 
would  be  of  value  to  many  pathologists. 

P.  John  Pecg,  M.D. 

V£  * « 

READING  BETWEEN  THE  LINES:  DOCTOR-PATIENT 
COMMUNICATION  by  Lucille  Hollander  Blum, 

Ph.D.,  International  Universities  Press,  New  York, 
1972.  179  pp.  Price  $7.50. 

The  anticipation  of  a visit  to  the  doctor, 
whether  for  a routine  check-up  or  for  consulta- 
tion about  specific  symptoms,  is  an  anxiety-pro- 
ducing experience  for  most  people.  The  anxiety 
can  be  heightened  by  a physician  who  is  con- 
cerned only  with  the  patient’s  physical  being, 
to  the  point  that  the  accompanying  tension  can 
actually  hamper  the  process  of  examination  and 
treatment.  It  would  seem,  then,  to  be  one  of 
the  first  rules  of  “good  medicine”  that  the  phy- 
sician take  into  account  the  emotional  as  well 
as  the  physical  characteristics  of  the  patient.  It 
is  in  an  attempt  to  facilitate  the  physician’s  per- 
ception of  the  patient  as  a “total  being”  that  Dr. 
Blum  has  written  this  book. 

The  book  is  divided  into  two  major  parts. 
The  theme  of  the  first  part  is  that  each  person  is 
the  product  of  his/her  particular  inheritance  and 
interaction  with  the  environment.  Various 
theories  of  personality  development  are  touched 


upon  in  the  exploration  of  this  theme.  The  second 
part  deals  with  the  interaction  between  doctor 
and  patient.  Each  part  focuses  attention  first  on 
the  patient’s  and  then  on  the  physician’s  attitudes 
and  responses. 

If  one  persists  beyond  the  rather  tedious  first 
chapter,  the  book  becomes  more  readable  and 
offers  food  for  thought  for  the  physician  who 
is  concerned  with  achieving  better  interpersonal 
relationships  with  his/her  patients.  Since  aware-  j 
ness  of  one’s  own  responses  must  precede  an 
understanding  of  others,  this  area  should  have 
received  more  emphasis.  However,  in  spite  of 
its  shortcomings,  the  author  is  to  be  commended 
for  her  effort  to  improve  the  quality  of  the  doc- 
tor-patient relationship. 

Doris  J.  Boller 

* K 

MYELOGRAPHY  by  Robert  Shapiro,  3rd  edition, 
Year  Book  Medical  Publishers,  Chicago,  1975.  600 
pp.  Illus.  Price  $42.50. 

Dr.  Shapiro  has  once  again,  in  the  3rd  edition 
of  this  book,  produced  a most  thorough,  com- 
plete, and  excellent  text  covering  the  various 
phases  of  myelography. 

The  1st  edition,  published  in  1962,  Consisted 
of  approximately  280  pages,  and  the  present 
edition  consists  of  600.  Part  of  this  growth  has 
been  due  to  the  inclusion  of  chapters  on  discogra- 
phy, pneumomyelography,  and  vascular  mal- 
formations of  the  spinal  cord,  whioh  were  not 
treated  as  extensively  in  the  first  edition. 

] 
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PRO  SERVICES  assistance  charts  a safe  course. 


The  enactment  of  ERISA  (The  Employment  Re- 
tirement Income  Security  Act  of  1974)  incorpo- 
rates widespread  changes,  severe  penalties  for 
non-compliance  and  stringent  reporting  proce- 
dures for  employers  with  Keogh  with  one  or 
more  employee  participants. 

To  ease  your  burden,  PRO  SERVICES  has 
developed  a comprehensive  assistance  program 
designed  to  get  you  through  the  maze  of  ERISA, 
i As  a member  of  a participating  Society  in  the 
PRO  Master  Retirement  Plan  you  immediately 
I qualify  for  a host  of  free  compliance  services. 

In  addition,  for  a modest  fee,  PRO  SERV- 
ICES  will  assume  responsibility  for  completion 
of  all  time  consuming  but  required  Government 
forms  and  reports,  as  well  as  provide  partici- 


pants with  required  information,  annual  reviews 
and  communication  services. 


ERISA  is  a reality.  Keogh  plan  employers 
must  file  Plan  Descriptions  and  Summary  Plan 
Descriptions  on  or  before  May  30,  1976.  If  you 
want  help  in  meeting  that  deadline  and  ensuing 
ones  as  they  fall  due,  look  to  PRO  SERVICES 
for  assistance.  That’s  what  we’re  here  for. 


PRO  SERVICES 


1107  Bethlehem  Pike  • Flourtown,  PA  19031 


(215) 836-1300 


Free  booklet! 

Describes  ins  and  outs  of 
ERISA  as  it  applies  to 
Keogh.  Write  or  call  us 
for  your  free  copy. 
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The  text  is  most  complete,  starting  with,  as 
is  classical,  history,  then  technique,  anatomy, 
artifacts  ( which  are  always  appreciated  by  those 
who  are  first  learning  a new  technique),  and 
then  into  the  usual  descriptive  chapters  on  the 
various  abnormalities  that  may  be  seen  and 
demonstrated  by  the  technique  of  myelography. 

The  text  is  exceedingly  clear,  the  pictures  are 
superb,  and  even  when  not  needed,  there  are 
also  line  diagrams  to  make  more  obvious  that 
which  might  not  be  readily  seen.  The  index  is 
thorough  and  complete  and  should  be  a help  to 
anyone  not  wishing  to  read  the  entire  chapter. 

This  book  is  sufficient  to  answer  almost  all 
needs  on  a day-to-day  basis  concerning  this  tech- 
nique, and  the  bibliography  with  each  chapter 
should  certainly  satisfy  those  who  wish  further 
delving  into  the  literature. 

I highly  recommend  it  for  all  persons  perform- 
ing or  wishing  to  evaluate  the  use  of  myelogra- 
phy. 

Thomas  S.  Vates,  Jr.,  M.D. 

* * Ml 

PEDIATRIC  AND  ADOLESCENT  ECHOCARDIOGRA- 
PHY edited  by  Stanley  J.  Goldberg,  M.D.,  Hugh  D. 
Allen,  M.D.,  and  David  J.  Sahn,  M.D.,  Year  Book 
Medical  Publishers,  Chicago,  1975.  326  pp.  Price 
$19.50. 

This  book  introduces  a new  tool  for  the  pedi- 
atric cardiologist.  It  very  nicely  explains  the 
principles  and  techniques  of  echocardiography 
and  specifically  relates  its  use  to  the  problems  of 
pediatric  patients. 

After  presenting  the  principles  of  ultrasound 
and  explaining  the  use  of  the  specialized  instru- 
ments, the  authors  discuss  the  normal  echocardio- 
gram in  great  detail  and  provide  graphs  and 
tables  of  normal  values.  A chapter  entitled 
“The  Abnormal  Echocardiogram”  includes  the 
findings  seen  in  patients  with  various  congenital 
malformations  and  acquired  problems,  including 
atrial  septal  defects,  IHSS,  mitral  insufficiency, 
SBE,  pericardial  effusion,  and  many  others. 

The  chapter  entitled  “Examination  of  Patients” 
presents  not  only  the  principles  of  the  clinical 
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examination  but  also  a check  list  to  follow  and 
directions  to  obtain  satisfactory  studies.  The 
chapter  entitled  “Self-Assessment  Single  Crystal 
Echocardiography”  presents  echocardiograms  for 
interpretation,  a useful  device. 

This  is  a book  which  will  be  important  to  all 
those  who  are  involved  with  the  care  of  children 
with  heart  disease  since  it  provides  an  interesting 
and  understandable  explanation  of  the  principles 
of  echocardiography,  and  provides  a guide  to  its 
use.  There  is  an  excellent  bibliography. 

Henry  A.  Kane,  M.D. 

ttf  VS  * 

METHODOLOGY  OF  CLINICAL  RESEARCH  by  Max 
Hamilton  2nd  edition,  Longman,  Inc.,  New  York, 
1974.  197  pp.  Ulus.  Price  $17.50. 

Max  Hamilton,  M.D.,  F.R.C.P.,  F.R.C.Psych., 
F.B.Ps.S.,  is  Nuffield  Professor  of  Psychiatry,  Uni- 
versity of  Leeds,  England.  This  book  is  a series 
of  15  lectures  to  medical  postgraduates.  These 


lectures,  initially  published  in  Dr.  Hamilton’s 
first  edition  in  1961,  have  been  revised  in  the 
present  volume. 

The  book  is  intended  as  a beginner’s  course 
in  clinical  methodology,  and  indeed,  its  material 
is  organized  and  presented  in  a style  suitable 
for  the  novice  in  clinical  research.  The  first 
seven  chapters  (87  pages)  are  an  excellent  sum- 
mary of  the  structured  thinking  that  should  be 
part  of  a well-designed  clinical  trial.  The  chap- 
ter headings  include:  Structure  of  a Research 
Project,  The  Stages  of  Experimentation,  Observa- 
tion, Hypothesis,  Experimentation  (three  lec- 
tures), Induction,  and  The  Design  of  Experi- 
ments. This  early  section  of  the  text  is  especially 
well-written  and  is  spiced  with  occasional  quo- 
tations such  as  this  one  from  Roger  Bacon: 
“Neither  the  voice  of  authority,  nor  the  weight 
of  reason  and  argument  are  as  significant  as  ex- 
perimentation, for  thence  comes  quiet  to  the 
mind.” 

Some  of  the  difficulties  in  the  elimination  of 
bias  and  the  selection  of  appropriate  controls  are 
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Testing  in  Humans: 
Who, Where  & When. 


veight  of  ethical  opinion: 

w would  disagree  that  the  effective- 
id  safety  of  any  therapeutic  agent 
ice  must  be  determined  through 
J research. 

it  now  the  practice  of  clinical  re- 
is  under  appraisal  by  Congress,  the 
md  the  general  public.  Who  shall 
ister  it?  On  whom  are  the  products 
ested?  Under  what  circumstances? 
ow  shall  results  be  evaluated  and 
d? 

le  Pharmaceutical  Manufacturers 
ation  represents  firms  that  are  sig- 
ltly  engaged  in  the  discovery  and 
pment  of  new  medicines,  medical 
s and  diagnostic  products.  Clinical 
:h  is  essential  to  their  efforts.  Con- 
ltly,  PMA  formulated  positions 
it  submitted  on  July  11, 1975,  to 
bcommittee  on  Health  of  the  Sen- 
ior and  Public  Welfare  Committee, 
ifficial  policy  recommendations. 

Lre  the  essentials  of  PMA’s  current 
ng  in  this  vital  area. 

PMA  supports  the  mandate  and 
n of  the  National  Commission  for 
section  of  Human  Subjects  of 
dical  and  Behavioral  Research  and 
o establish  a special  committee 
>sed  of  experts  of  appropriate 
lines  familiar  with  the  industry’s 
:h  methodology  to  volunteer  its 
; to  the  Commission. 

PMA  supports  the  formation  of  an 
indent,  expert,  broadly  based  and 
entative  panel  to  assess  the  current 
f drug  innovation  and  the  impact 
tof  existing  laws,  regulations  and 
lures. 

When  FDA  proposes  regulations, 
tld  prepare  and  publish  in  the  Fed- 
egister  a detailed  statement  assess- 
s impact  of  those  regulations  on 
nd  device  innovation. 

PMA  proposes  that  an  appropri- 
[ualified  medical  organization  be 
caged  to  undertake  a comprehen- 
udy  of  the  optimum  roles  and 
isibilities  of  the  sponsor  and  physi- 
rhen  company-sponsored  clinical 
:h  is  performed  by  independent 
il  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

(f.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11  • PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  auction  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 
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explained.  The  importance  and  difficulty  in  selec- 
tion of  criteria  for  a determination  of  the  efficacy 
of  a treatment,  eg,  a new  medication,  are  stressed. 
Hamilton  cites  as  examples  the  questions  about 
treatments  for  angina  pectoris:  should  they  be 
tested  by  measuring  effects  on  ECG,  or  by  sub- 
jective response  of  patients  to  exercise.  For 
treatment  of  hypertension,  should  we  note  effects 
on  blood  pressure,  or  on  the  long-term  develop- 
ment of  complications. 

The  last  eight  chapters  deal  with  statistical  and 
rating  methods,  and  preparation  of  data  and  tests 
for  statistical  significance.  These  chapters  pre- 
sent a more  difficult  area  for  the  beginner  to 
master.  As  an  introduction  to  statistical  methods, 
the  material  is  suitable  although  including  only 
the  barest  minimum  of  mathematics.  For  the 
serious  student  of  clinical  statistical  methods,  a 
beginners  text  in  statistics  might  be  more  satis- 
factory, although  few  texts  are  as  strictly  clini- 
cally oriented  as  this  one. 

I highly  recommend  the  first  seven  chapters 
for  all  physicians,  whether  or  not  they  are  en- 
gaged in  clinical  research,  in  order  to  develop  a 
better  perspective  in  the  evaluation  of  research 
results  presented  in  the  medical  literature.  The 
last  eight  chapters  could  be  omitted  except  by 
those  actually  engaged  in  clinical  research  who 
desire  a brief,  not  overly  mathematical,  introduc- 
tion to  statistical  methodology. 

Marvin  Paulshock,  Ph.D. 

* ME  * 

PEDIATRIC  NEPHROLOGY  edited  by  M.  I.  Rubin 
and  T.  M.  Barratt,  Williams  & Wilkins,  Baltimore, 
1975.  927  pp.  Price  $50.00. 

This  book  with  some  900  pages  of  text  and 
27  pages  of  indexing  is  beautifully  organized.  It 
includes  the  necessary  chapters  on  pediatric  radi- 
ology and  arteriography  of  the  kidney  and 
demonstrates  a series  of  congenital  defects.  Un- 
like most  books  on  renal  disease,  it  also  includes 
a series  of  chapters  on  the  hematological  aspects 
of  renal  disease  such  as  complement  and  coagu- 
lopathy, as  well  as  the  immunology  of  renal  dis- 
ease. 

Each  chapter  is  well  organized  and  well  ref- 


erenced. The  book  is  new  enough  to  have  its  i 
pathology  complete  with  the  inclusion  of  pictures  j 
showing  immunofluorescent  staining  as  well  as 
electron  microscopy.  The  frequent  use  of  sub- 
sections,  such  as  clinical  pathological  correlations 
and  a separate  chapter  on  the  classification  of 
glomerular  nephropathies,  is  unique  and  ex- 
tremely useful. 

In  a pediatric  textbook  the  editors  might  have 
filled  the  entire  book  with  hereditary  renal  dis-  j 
ease  and  tubular  disorders,  both  of  which  are 
very  rare.  However,  these  occupy  less  than  60 
pages  of  the  book  but  are  well  referenced,  so  that 
the  definitive  articles  on  various  unusual  entities 
can  be  located  easily. 

Since  pediatric  nephrology  is  just  now  coming 
into  its  own,  this  book  is  a welcome  addition.  1 
It  is  a must  for  any  practicing  nephrologist  and 
should  be  included  as  part  of  the  reference 
library  for  any  hospital. 

Robert  B.  Flinn,  M.D. 

* VS  Mf 

1975  YEAR  BOOK  OF  ANESTHESIA  edited  by 
James  E.  Eckenhoff,  M.D.,  D.Sc.,  Year  Book  Medi- 
cal Publishers,  Chicago,  1975.  383  pp.  Price 
$18.50. 

This  year  marks  the  seventy-fifth  anniversary 
of  the  publication  of  the  Year  Book  series.  In 
his  introduction  to  this  volume,  Dr.  James  E. 
Eckenhoff,  now  professor  of  Anesthesiology  at 
Northwestern  Medical  School,  remarks  on  several  I 
historical  points  of  interest  to  anesthesiologists 
relating  to  this  series.  He  points  out  that  for 
the  first  fifty  years  of  publication  anesthesia  was  ; 
relegated  to  a small  section  of  the  Year  Book  of 
Surgery  with  comments  furnished  by  surgeons. 
Some  interesting  and  prophetic  words  written  by 
surgeon-commentators  relative  to  the  future  of 
anesthesia  are  quoted  from  the  very  first  issue. 
Twenty-five  years  ago  the  first  separate  Year  j 
Book  of  Anesthesia  was  published  with  Dr.  Stuart 
Cullen  as  Editor.  In  the  intervening  years  the 
size  of  the  annual  volume  has  steadily  increased 
as  knowledge  and  technical  expertise  in  the  field 
of  anesthesiology  have  grown. 

For  the  past  six  years  Dr.  Eckenhoff  has  been 
the  very  capable  editor  of  the  series.  This  year’s 
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issue  follows  the  usual  custom  of  dividing  the 
resumes  of  current  literature  into  chapters  cover- 
ing various  basic  sciences,  anesthetic  practices, 
techniques,  sub-specialties,  etc.  One  chapter, 
“The  Informed  Anesthesiologist,”  is  devoted  to 
articles  not  immediately  related  to  the  practice 
of  anesthesiology  but  worth  notice  by  the  anes- 
thesiologist who  wishes  to  keep  current  with 
what  is  going  on  in  the  larger  medical  world. 

The  academic  anesthesiologist  will  possibly  de- 
cry volumes  such  as  this.  The  work-a-day  anes- 
thesiologist, however,  who  finds  difficulty  keep- 
ing up  with  even  the  two  leading  American 
journals,  will  find  this  a good  source  of  easily 
assimilable  information  culled  from  journals  of 
several  specialties  published  in  several  countries. 
The  succinct  comments  of  Dr.  Eckenhoff  after 
many  of  the  abstracts  will  also  contribute  to  his 
continuing  education. 

W.  P.  Portz,  M.D. 


THE  CIVILIZED  COUPLE’S  GUIDE  TO  EXTRAMARI- 
TAL ADVENTURE  by  Albert  Ellis,  Ph.D.,  Pinnacle 
Books,  Inc.,  New  York,  1973.  269  pp.  Price  $1.25 
paperback. 

At  first  blush  this  appears  to  be  a manual  on 
the  techniques  and  etiquette  of  extra-marital 
chasing,  and  the  scintillating  subject  matter  un- 
doubtedly helps  sell  the  book.  There  is  an  under- 
lying message,  common  to  all  of  Ellis’  books, 
judging  from  the  several  which  this  reviewer 
has  read.  This  message,  possibly  lost  on  many 
readers,  is  that  actions  should  be  governed  by 
reason  and  reality,  and  not  by  guilt  feelings. 

A person  of  impressive  credentials  in  the  field 
of  psychology,  the  author  directs  an  agency  in 
New  York  City  called  the  Institute  for  Rational 
Living,  and  is  a practitioner  of  a system  of  psy- 
chotherapy which  he  calls  “rational  emotive 
therapy.”  This  reviewer  is  unqualified  to  assess 
the  therapeutic  efficacy  of  this  form  of  treatment, 
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but  the  principles  which  underlie  it,  and  are 
more  fully  elucidated  in  other  works  by  Dr. 
Ellis,  such  as  A Guide  to  Rational  Living,  appeal 
to  the  layman’s  reason  as  constituting  correct 
thinking. 

In  addition  to  the  how-to-do-it  aspects  of  the 
book,  there  are  deeper  discussions  of  sex  and 
marriage,  all  directed  to  the  lay  reader  rather 
than  to  the  professional.  For  example,  the  au- 
thor gives,  in  a paragraph,  about  as  convincing 
an  argument  for  combining  love  and  sex  as  one 
is  likely  to  find  set  to  paper.  On  the  very  next 
page  he  sets  forth  just  as  cogent  reasons  why  the 
two  need  not  always  necessarily  be  combined. 

On  the  subject  of  marital  extracurriculars  he 
doesn’t  preach  do  or  don’t,  but  to  approach  the 
matter  as  any  other,  realistically  and  with  self- 
understanding. 

An  example  of  popular  psychology,  and  in  no 
way  a technical  treatise,  The  Civilized  Couple’s 
Guide  to  Extramarital  Adventure  seems  to  repre- 
sent another  attempt  to  cash  in  on  an  unbeatable 
mixture,  at  the  paper  book  level:  sex,  plus  popu- 
lar psychology,  served  up  with  Dr.  Ellis’  par- 
ticular rationalistic  flavor. 

John  Merwin  Bader 

vs  vs  vs 

CURRENT  DERMATOLOGIC  MANAGEMENT,  2nd 

ed.,  edited  by  Stuart  Madden,  M.D.,  C.  V.  Mosby, 
St.  Louis,  1975.  404  pp.  76  lllus.  Price  $39.50. 

Why  must  people  write  “current”  therapeutics 
on  any  subject  when  part  of  what  is  written  is 


outdated  when  it  goes  to  press  and  a new  edi- 
tion must  be  published  within  two  years  to  keep 
pace  with  expanding  knowledge? 

Current  Dermatologic  Management,  edited  by 
Stuart  Madden,  M.D.,  is  concise,  well-written  j 
and  bibliographed,  necessarily  incomplete  (how 
could  it  not  be?),  and  suffers  from  a fate  it  might 
not  have  had  had  it  been  written  ten  years  ago, 
namely,  the  explosion  of  medical  knowledge  re- 
garding immunological  mechanisms  and  the  vir- 
tually monthly  discovery  of  new  mechanisms  for 
diseases  with  old  names.  This,  in  addition  to  a 
myriad  of  new  chemotherapeutic  approaches 
based  upon  these  mechanisms,  makes  the  as-  j 
sembly  of  “current”  material  difficult  if  not  im- 
possible. 

The  initial  section  on  dermatologic  procedures 
should  either  be  greatly  expanded  or  withdrawn 
completely.  It  is  superficial  in  its  approach,  and 
its  omissions  are  too  numerous  to  count.  A pleas- 
ant  inclusion  is  a pharmacologic  drug  index  ex- 
plaining  the  possible  mechanisms  of  action,  dos- 
ages, and  side  effects  of  recommended  medica- 
tions. The  vast  list  of  distinguished  contributors 
is  intended  to  assure  that  the  most  current 
modalities  are  suggested.  To  a degree  this  is 
present.  Unfortunately,  one  obtains  a somewhat 
narrow  approach  to  problems  with  other  poten-  j 
tial  solutions,  reflecting  mostly  the  experience  of 
the  individual  contributor. 

This  volume  will  shortly  be  obsolete.  While  i 
it  may  be  useful  as  a library  reference  for  a few 
short  years,  its  price  and  content  should  not  i 
recommend  it  to  serious  practitioners  of  modern 
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dermatology  whose  information  is  usually  drawn 
from  the  primary  literature. 

Richard  H.  Bonder,  M.D. 

MS 

LIVER  BIOPSY  INTERPRETATION,  2nd  ed.,  by  Peter 
J.  Scheuer,  Williams  & Wilkins,  Baltimore,  1974. 
171  pp.  Price  $24.75. 

This  short,  succinct  text  written  for  pathologists 
and  clinicians  provides  practical  guides  for  those 
who  interpret  liver  biopsies.  In  the  foreword, 
Sheila  Sherlock  lauds  the  author,  pathologist  at 
the  Royal  Free  Hospital,  and  remarks  upon  the 
special  skills  required  to  interpret  histology  on 
small,  often  fragmented  specimens.  Indeed,  most 
of  the  photomicrographs  in  the  text  are  from 
needle  biopsies,  not  from  post  mortem  prepara- 
tions. The  book  gives  advice  on  technical  prepa- 
ration and  staining  of  specimens.  It  then  de- 
scribes normal  liver  architecture  before  discus- 
sing the  changes  of  biliary  disease,  drugs  and 
toxins,  acute  viral  hepatitis,  chronic  hepatitis, 
cirrhosis,  neoplasm,  and  other  less  frequently  en- 
countered entities.  The  chapters  on  acute  and 
chronic  hepatitis  are  especially  useful  in  this 
area  of  confusing  terminology. 

The  book  is  not  intended  to  compete  with 
texts  of  liver  disease;  but,  it  does  provide  a con- 
cise, practical  aid  with  many  fine  photomicro- 
graphs and  a short,  clear  text  for  those  who  need 
to  interpret  liver  biopsies.  It  is  a good  reference 
for  pathologist  and  clinician,  as  well  as  for  house- 
staff  and  medical  students. 

Thomas  L.  Fazio,  M.D. 


MEDICAL  SCHOOL  ALUMNI  by  Beverly  C.  Martin, 

Aspen  Systems  Corp.,  Rockville,  Md.,  1975.  722 
pp.  Price  $39.50. 

Medical  School  Alumni  is  a 1973  update  of  the 
original  publication  made  in  1967.  The  publica- 
tion represents  a good  professional  and  demo- 
graphic tabulation  of  physicians  for  the  purpose 
of  planning  in  medical  education  and  manpower. 

A few  interesting  items  oriented  to  Delaware 
are  highlighted,  such  as  the  percentage  of  foreign 
medical  graduates  practicing  in  Delaware.  The 
top  five  states  are  headed  by  New  York,  a fact 
which  should  be  no  surprise,  since  it  represents  a 
major  port  of  entry  and  a frequent  retainer  of 
recent  immigrants.  Among  the  next  four,  Dela- 
ware and  Rhode  Island  have  no  medical  school, 
and  New  Jersey  has  only  one,  with  relatively 
recent  production  of  medical  graduates.  Dela- 
ware’s ranking,  with  32.5%  foreign  medical 
graduates,  is  quite  high. 

Generally,  there  are  tables  showing  activity 
by  year  of  graduation  and  by  county  as  well  as 
by  medical  school.  Specific  statistical  arrange- 
ments of  the  data  are  made  through  fifteen 
tables  and  ten  appendices. 

Although  this  publication  would  not  have 
general  appeal,  it  is  a good  reference  for  the 
varied  information  it  contains  regarding  medical 
school  graduates. 

For  those  with  interest  in  medical  manpower 
planning,  the  book  will  be  available  in  the  Public 
Health  Division  Library  in  the  Jesse  S.  Cooper 
Memorial  Building  in  Dover. 

Nicholas  P.  Haritos,  M.D. 
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SYMPTOMS  AND  SIGNS  IN  CLINICAL  MEDICINE, 
9th  ed.,  by  E.  Noble  Chamberlain,  M.D.  and  Colin 
Ogilvie,  M.D.,  Year  Book  Medical  Publishers,  Chi- 
cago, 1974.  623  pp.  430  lllus.  Price  $29.95. 

This  books  covers  in  excellent  prose  the  de- 
scriptive phases  of  basic  clinical  diagnosis.  There 
are  15  chapters  that  go  from  a dissertation  on  the 
historical,  mythical,  and  Biblical  foundations  of 
medicine  through  all  the  organ  systems  of  the 
body  to  several  specializations,  including  radi- 
ology interpretation  and  the  examination  of  sick 
children. 

The  style  of  writing  in  certain  areas  is  like  a 
novel  in  its  ability  to  hold  the  reader’s  attention, 
yet  it  does  not  miss  minor  details  that  are  im- 
portant in  searching  out  facts  so  relevant  to  a 
correct  assessment  of  the  patient’s  problem  in 
arriving  at  an  accurate  diagnosis.  The  larger 
chapters  on  organ  systems  are  broken  down  into 
subgroups  within  the  system,  and  the  important 
signs,  symptoms,  and  findings  are  presented  in  a 
reasonable  and  understandable  fashion.  One  is 


not  overwhelmed  with  minutiae  that  many  other 
authors  feel  it  is  imperative  to  include  in  physical 
diagnosis.  The  approach  to  learning  is  methodi- 
cal. 

The  book  is  replete  with  illustrative  photo- 
graphs that  are  good  examples  of  the  pathologic 
state  being  described.  Outlines  of  positive  and 
negative  facts  are  included  in  all  the  chapters, 
but  only  where  they  enhance  the  learning  pro- 
cess. 

This  book  is  designed  primarily  for  students, 
but  would  be  an  excellent  resource  volume  for 
any  physician  in  primary  care  that  wishes  to  have 
handy,  good,  accurate,  up-to-date  information 
in  diagnosis. 

Incidentally,  there  is  included  within  some 
chapters,  sketches  of  great  physicians  of  the  past 
whose  names  are  synonymous  with  many  disease 
states — inclusions  which  I feel  are  typical  of  the 
British  reverence  of  past  history. 

Henri  F.  Wendel,  M.D. 
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In  the  News 


Maryland  State 
Society  Meeting 


American 

Medicine 

Bicentennial 


Breast  Cancer 
Conference 


Speakers  for  May,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  May  4,  Carl  P.  Mulveny,  M.D., 
Cirrhosis  of  the  Liver;  May  11,  Richard  T.  D’ Alonzo,  M.D.,  Total  Joint  Replace- 
ment; May  18,  Robert  Abel,  Jr.,  M.D.,  Eye  Infections;  May  25,  Joseph  F.  Kest- 
ner,  Jr.,  M.D.,  Emphysema  and  Bronchitis. 

Olin  S.  Allen,  II,  M.D.,  Wilmington,  was  named  a Fellow  of  the  American  Col- 
lege of  Radiology  during  its  annual  meeting  and  convocation  held  in  Washing- 
ton, D.C.,  in  March. 

Newly  elected  to  office  in  the  Delaware  Academy  of  Medicine  are  William  H. 
Duncan,  M.D.,  President,  Robert  B.  Flinn,  M.D.,  First  Vice  President,  and 
Charles  S.  Riegel,  M.D.,  Secretary. 

On  May  15  a testimonial  dinner  will  be  held  for  Harry  G.  Neese,  Jr.,  M.D., 
Wyoming,  for  long  service  to  his  community  and  to  the  Caesar  Rodney  School 
District,  including  “thousands  of  house  calls  at  all  hours  of  the  day  and  night, 
free  medicine  to  those  who  couldn't  afford  to  get  a prescription  filled,  and 
a million  dollars  worth  of  physicals  free  to  Little  Leaguers,  school  athletes,  and 
to  visiting  teams  whose  players  were  injured.”  Dr.  Neese,  who  has  practiced  in 
Wyoming  for  30  years,  will  retire  from  active  practice  June  30  and  plans  to 
reside  in  Hilton  Head,  South  Carolina.  Dr.  Neese  is  also  a member  of  the  Caesar 
Rodney  School  Board  and  has  served  as  its  President. 

The  178th  Annual  Meeting  of  the  Medical  and  Chirurgical  Faculty  of  Maryland 
will  be  held  April  28-30  in  Hunt  Valley,  Maryland.  The  scientific  program  will 
include  concurrent  sessions  co-sponsored  by  the  Faculty  and  various  specialty 
societies.  Members  of  the  Medical  Society  of  Delaware  are  cordially  invited  to 
attend.  There  is  no  registration  fee,  and  credit  will  be  given  for  attendance  by 
the  Academy  of  Family  Physicians  and  for  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association.  For  information  contact:  John  H.  Tuohy, 
M.D.,  Chairman,  Committee  on  Program  and  Arrangements,  Medical  and  Chi- 
rurgical Faculty  of  Maryland,  1211  Cathedral  Street,  Baltimore,  Maryland  21201. 
Telephone  (301)  539-0872. 

The  National  Institutes  of  Health  will  hold  an  open  house  May  1-2  to  highlight 
American  achievements  in  medical  science.  The  exhibit  will  be  open  10  a.m. 
to  4 p.m.  at  the  National  Library  of  Medicine,  9600  and  9000  Rockville  Pike 
(Wisconsin  Avenue),  Bethesda,  Maryland.  There  is  no  admission  charge.  The 
adjacent  NIH  campus  will  be  open  to  the  public  to  show  research  activities. 

The  Professional  Education  Committee  of  the  Delaware  Cancer  Network  will 
sponsor  a conference  for  physicians  on  INFORMED  CONSENT,  AN  ISSUE  IN 
BREAST  CANCER,  May  15,  8 a.m.  to  1 p.m.  at  the  Henlopen  Hotel,  Rehoboth 
Beach,  Delaware.  The  conference  will  consider  media  coverage  of  breast  cancer 
and  concomitant  legal  considerations  of  informed  consent.  Rose  Kushner,  author 
of  Breast  Cancer,  An  Investigative  Report,  will  be  a featured  speaker.  For  in- 
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In  Brief 

formation  contact:  Delaware  Cancer  Network,  1202  Jefferson  Street,  Wilming- 
ton, Delaware  19801.  Telephone:  (302)  428-2114. 

The  Medical  Society  of  New  Jersey  will  hold  its  210th  Annual  Meeting  at  the 
Cherry  Hill  Hyatt  House,  Cherry  Hill,  New  Jersey,  June  5-8.  A cordial  invita- 
tion is  extended  to  the  members  of  the  Medical  Society  of  Delaware  to  attend 
the  scientific  sessions  presented  by  various  specialty  societies.  There  is  no  regis- 
tration fee  for  out-of-state  non-member  physicians.  For  information  contact: 
Mrs.  Marion  R.  Walton,  Convention  Manager,  The  Medical  Society  of  New 
Jersey,  315  West  State  Street,  Trenton,  New  Jersey  08605.  Telephone  (609) 
394-3154. 

The  American  Board  of  Family  Practice  Certification  Examination  will  be  given 
October  30-31  in  seven  cities  geographically  distributed  throughout  the  United 
States.  A completed  application  must  be  filed  with  the  Board  of  Family  Practice 
office  by  June  15.  For  information  contact:  Nicholas  J.  Pisacano,  M.D.,  Execu- 
tive Director  and  Secretary,  American  Board  of  Family  Practice,  Inc.,  University 
of  Kentucky  Medical  Center,  Lexington,  Kentucky  40506.  Telephone  (606) 
255-2237. 


CLINICAL  NOTICES  AND  MEETINGS 


The  University  of  California,  San  Francisco,  will  present  an  outstanding  program  od 
PSYCHOSOCIAL  CARE  OF  THE  DYING  PATIENT:  DOCTOR-PATIENT  RELA- 
TIONSHIPS IN  TERMINAL  ILLNESS,  April  29-May  1.  The  purpose  of  the  seminar 
is  to  suggest  for  physicians  in  clinical  practice  an  effective  mode  of  dealing  with  the 
psychological  issues  involved  with  a terminally  ill  patient  from  diagnosis  through  death. 
For  information  contact:  Charles  A.  Garfield,  Ph.D.,  Program  Chairman,  Extended 
Programs  in  Medical  Education,  University  of  California,  San  Francisco,  California 
94143.  Telephone  (415)  666-2483  or  666-2894. 

The  Family  Therapy  Training  Center  of  the  Philadelphia  Child  Guidance  Clinic  will 
present  a symposium  on  PSYCHOSOMATIC  MEDICINE  AND  FAMILY  THERAPY 
on  May  1-2.  The  results  of  six  years  of  research  on  families  of  children  with  psycho- 
somatic diseases  will  be  presented,  giving  a view  on  the  characteristics  of  these  families 
and  of  the  ways  in  which  therapy  should  be  directed  toward  altering  the  family  inter- 
action. Symposium  is  limited  to  75  participants  who  are  currently  working  with 
psychosomatic  patients.  Fee  $100.  A workshop  on  PROBLEMS  IN  WORKING  WITH 
DRUG  ABUSE : FAMILY  APPROACHES  will  be  held  June  1-4.  The  special  problems 
of  treating  drug  abuse  within  the  context  of  the  family  will  be  studied,  with  the  focus 
on  specific  techniques  of  working  with  addictions.  Fee  $175.  For  information  contact: 
Helene  R.  Davis,  Administrative  Assistant,  Philadelphia  Child  Guidance  Clinic,  34th 
Street  and  Civic  Center  Boulevard,  Philadelphia,  Pennsylvania  19104.  Telephone  (215) 
387-6100,  Ext.  304. 

The  Illinois  Heart  Association’s  Annual  Scientific  Session  on  CARDIOLOGY  ’76  will 
be  held  May  6-7  in  Champaign,  Illinois.  Topics  to  be  considered  at  the  seminars  are 
Hypertension,  Surgery,  Pacemakers,  Congestive  Failure,  and  Angina.  Registration 
fee  $25.  For  information  contact:  Illinois  Heart  Association,  P.O.  Box  2666,  Spring- 
field,  Illinois  62708. 

The  Chicago  Committee  on  Trauma  of  the  American  College  of  Surgeons  will  present 
the  Twentieth  Annual  Postgraduate  Course  on  FRACTURES  AND  OTHER 
TRAUMA,  May  12-15,  in  Chicago,  Illinois.  Distinguished  guest  speakers  will  discuss 
fractures  and  related  trauma  of  the  muscolo-skeletal  system  with  part  of  the  program 
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devoted  particularly  to  hand  injuries.  Registration  fee  $165.  For  information  contact: 
American  College  of  Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611. 

Cardiac  Course  The  University  of  Michigan  Medical  School  will  sponsor  a course  on  ADVANCES  IN 

CARDIAC  PACING  for  cardiologists,  thoracic  surgeons,  and  internists,  May  13-14, 
in  Ann  Arbor,  Michigan.  Basic  concepts,  techniques,  and  indications  for  temporary 
and  permanent  cardiac  pacing  will  be  reviewed  and  the  problems  in  long-term  evalua- 
tion of  the  pacemarker  patient  will  be  considered.  Course  fee  $120.  For  information 
contact:  Office  of  Intramural  Education,  Department  of  Postgraduate  Medicine  and 
Health  Professions  Education,  Towsley  Center,  University  of  Michigan,  Ann  Arbor, 
Michigan  48109. 


Neuropsychiatric  The  American  College  of  Neuropsychiatrists  will  present  a symposium  on  CURRENT 
Symposium  CONCEPTS  IN  PSYCHIATRY,  PSYCHOPHARMACOLOGY  AND  PSYCHIATRIC 

MEDICINAL  THERAPY,  May  22,  at  the  Holiday  Inn,  City  Line  and  Monument  Ave- 
nues, Philadelphia,  Pennsylvania.  For  information  contact:  Martin  B.  Goldstein,  D.O., 
1626  Spruce  Street,  Philadelphia,  Pennsylvania  19103. 


Radiation 

Oncology 

Conference 


General  Medical 
Review  Course 


ACP  Postgraduate 
Courses 


The  American  Cancer  Society  will  sponsor  a NATIONAL  CONFERENCE  ON  RADI- 
ATION ONCOLOGY— PRESENT  STATUS  AND  FUTURE  POTENTIAL,  May  27- 
29,  in  San  Francisco,  California.  New  developments  and  contributions  that  the  radia- 
tion oncologist  can  make  in  the  diagnosis  and  treatment  of  cancer  will  be  stressed. 
The  rationale  for  selection  of  therapy  and  factors  influencing  the  diagnostic  and  thera- 
peutic usefulness  of  the  newer  radiation  modalities  will  be  presented.  Advance  regis- 
tration requested;  no  registration  fee.  For  further  information  contact:  Sidny  L.  Arje, 
M.D.,  American  Cancer  Society,  777  Third  Avenue,  New  York,  New  York  10017. 

The  University  of  Maryland  School  of  Medicine  will  present  a GENERAL  REVIEW 
COURSE— A FAMILY  PRACTICE  REVIEW  AND  BICENTENNIAL  CELEBRA- 
TION, June  13-19,  at  the  Center  for  Adult  Education,  University  of  Maryland,  College 
Park.  Registration  fee  $250  for  practicing  physicians.  For  information  contact:  Pro- 
gram of  Continuing  Education,  University  of  Maryland  School  of  Medicine,  29  S. 
Greene  Street,  Baltimore,  Maryland  21201.  Telephone  (301)  528-7346. 

PRACTICAL  INTERNAL  MEDICINE— ADVANCES  AND  REVIEW,  May  10-12,  in 
Annapolis,  Maryland.  Presented  in  conjunction  with  the  University  of  Maryland 
School  of  Medicine  and  the  Baltimore  Veterans  Administration  Hospital. 

MOVING  POINTS  IN  RHEUMATOLOGY  AND  CLINICAL  IMMUNOLOGY,  May 
12-15,  in  Pittsburgh,  Pennsylvania.  Presented  in  conjunction  with  the  University  of 
Pittsburgh  School  of  Medicine. 

CURRENT  CONCEPTS  IN  IMMUNOLOGICAL  DISEASES,  June  1-4,  in  Montreal, 
Canada.  Presented  in  conjunction  with  the  Royal  Victoria  Hospital  and  McGill  Uni- 
versity. 
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WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MONDAY-FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
MONDAY-FRIDAY 8-5  PM  and  SATURDAY8-12NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
MONDAY-FRIDAY  8-5  PM  and  SATURDAY 8-12  NOON 

| PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
t!;i,  Delaware  now  has  four  branches  to  serve  you.  They 
located  in  Wilmington,  Newark,  and  Dover,  with  a 
spsidiary  laboratory  in  Downington,  Pennsylvania.  (All 
Boratories  are  state  licensed  and  have  Medicaid  and 
jdicare  approval.  The  main  laboratory  in  Wilmington 
(federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
jdical  and  industrial  community  including:  histology, 


cytology,  bacteriology,  chemistry,  hematology,  immuno- 
hematology,  chemistry  profiles  (SMA  12/60),  automated 
gas  chromatography,  thin-layer  chromatography,  drug 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available. 

For  your  convenience,  daily  pick-up  of  specimens 
within  the  range  of  the  laboratory  branches  is  provided. 


PROFESSIONAL  CLINICAL  LABORATORIES.  INC. 

^sional  Building  Suite  202  • Augustine  Cut-off  Wilmington,  Delaware  19803  • PHONE:  302  - 655-9621 


In  Brief 


CARDIOLOGY  1976,  CURRENT  CONCEPTS  IN  DIAGNOSIS  AND  TREATMENT, 
June  2-4,  in  Toronto,  Canada.  Presented  in  conjunction  with  the  Toronto  General  Hos- 
pital and  the  University  of  Toronto  Department  of  Medicine. 

PERSPECTIVES  IN  INTERNAL  MEDICINE:  A CRITIQUE  OF  RECENT  AD- 
VANCES AND  CLINICAL  CONTROVERSIES,  June  7-9,  in  Iowa  City,  Iowa.  Pre- 
sented in  conjunction  with  the  University  of  Iowa  College  of  Medicine. 

GENERAL  CARDIOLOGY,  June  9-11,  in  Halifax,  Nova  Scotia,  Canada.  Co-spon- 
sored  by  the  Royal  College  of  Physicians  and  Surgeons  of  Canada  in  conjunction  with 
Dalhousie  University  and  Victoria  General  Hospital. 

For  information  on  any  of  the  above  courses  contact:  Registrar,  Postgraduate  Courses, 
ACP,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 


American  College  A postgraduate  course  on  ENVIRONMENTAL  LUNG  DISEASE  will  be  presented 
of  Chest  Physicians  by  the  American  College  of  Chest  Physicians,  June  10-12,  at  Mount  Sinai  Medical 

Center,  New  York,  New  York.  The  course  will  be  devoted  to  an  in-depth  exposition  i 
of  environmental  lung  disease  with  didactic  lectures,  panel  discussions,  case  presenta-  ) 
tions,  and  workshops.  Fees  are  $125  for  ACCP  members,  $150  for  non-member  phy-  i- 
sicians.  For  information  contact:  Dale  E.  Braddy,  M.S.,  Director  of  Education,  > 
American  College  of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068.  j 
Telephone  (312)  698-2200. 


I 

Canadian  The  39th  annual  scientific  meeting  of  the  Canadian  Association  of  Radiologists  will  be 

Association  held  June  12-17  in  Quebec,  Canada.  Manuscripts  and  refresher  courses  on  new 

of  Radiologists  developments  in  diagnostic  radiology  and  scientific  exhibits  will  be  presented.  For 

information  contact:  Canadian  Association  of  Radiologists,  Suite  806,  1440  St.  Cath-  j 
erine  Street  West,  Montreal,  Quebec  H3G  1R8.  Telephone  (514)  866-2035. 


Hypnosis  and 
Psychosomatic 
Medicine 
Seminars 


The  28th  Annual  Workshops  and  Scientific  Program  of  the  Society  for  Clinical  and 
Experimental  Hypnosis  will  be  held  June  26-30.  The  7th  International  Congress  of 
Hypnosis  and  Psychosomatic  Medicine  will  be  presented  July  1-3.  Both  meetings, 
sponsored  by  the  University  of  Pennsylvania,  will  be  held  in  Philadelphia,  Pennsyl-  | 
vania.  For  information  contact:  Martin  T.  Orne,  M.D.,  Ph.D,  The  Institute  of 
Pennsylvania  Hospital,  111  North  49th  Street,  Philadelphia,  Pennsylvania  19139. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


GENERAL  PRACTITIONER:  Delaware  license. 

Graduate,  Government  Medical  College,  Punjab,  In- 
dia, 1967.  Residency,  Louise  Obici  Memorial  Hos- 
pital, Suffolk,  Virginia.  Interested  in  primary  care. 

ORTHOPEDIC  SURGEON:  Board  eligible,  graduate 
of  King  Edward  Medical  College,  Pakistan,  1962. 
Clinical  assistant  to  attending  orthopedist  at  Massa- 
chusetts General  Hospital,  currently  in  private  prac- 
tice. 

UROLOGIST:  Available  July  1976.  Board  eligible, 
graduate  of  Government  Medical  College,  Burla,  In- 
dia, 1965.  Passed  FLEX,  Maryland  1975. 


PEDIATRICIAN : Interested  in  rural  or  small  urban 
general  pediatric  practice  with  emphasis  on  ambula- 
tory care.  Eager  to  work  with  community  agencies,  j 

ONCOLOGIST:  Available  July  1976.  Board  eligible 
in  Internal  Medicine;  Oncology  fellowship,  Queens  j 
Hospital  Center,  New  York.  Graduate,  Municipal 
Medical  College,  University  of  Bombay,  1969.  Num- 
erous publications. 

COUNTY  HEALTH  OFFICER:  Responsible  for  ad- 
ministration of  public  health  program  at  the  county  ( 
level.  Salary:  $26,197-$38,293.  Address  inquiries  ( 
to:  Division  of  Public  Health,  Jesse  S.  Cooper  Build-  J 
ing,  Dover,  Delaware  19901. 
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According  to  her  major 
sinptoms,  she  is  a psychoneu- 
i :ic  patient  with  severe 
Ixiety.  But  according  to  the 
tjscription  she  gives  of  her 
Iklings,  part  of  the  problem 
Iiy  sound  like  depression. 

Ids  is  because  her  problem, 
e hough  primarily  one  of  ex- 
|sive  anxiety,  is  often  accom- 
jjnied  by  depressive  symptom- 
Ej)logy.  Valium  (diazepam) 

: i provide  relief  for  both— as 
lb  excessive  anxiety  is  re- 
ived, the  depressive  symp- 
i ns  associated  with  it  are  also 
: en  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
Dinagement  of  psychoneu- 
lic  anxiety  with  secondary 
llpressive symptoms:  the 
IJ/chotherapeutic  effect  of 
Ilium  is  pronounced  and 
|pid.  This  means  that  im- 
:bvement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium; 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


veillance  because  of  their  predisposi- 
n to  habituation  and  dependence.  In 
ignancy,  lactation  or  women  of  child- 
iring  age,  weigh  potential  benefit 
linst  possible  hazard, 
cautions:  If  combined  with  other  psy- 
Jtropics  or  anticonvulsants,  consider 
efully  pharmacology  of  agents  em- 
yed;  drugs  such  as  phenothiazines, 
■'cotics,  barbiturates,  MAO  inhibitors 
i other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
session,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 

REPORT  FROM  LAS  VEGAS 


The  15th  annual  conference  on  the  Detection 
and  Treatment  of  Early  Breast  Cancer  was  held 
March  8-12  in  Las  Vegas,  Nevada.  Reports 
from  the  27  centers  involved  in  the  American 
Cancer  Society-National  Cancer  Institute  Mam- 
mographic  Screening  Project  indicate  that  260,- 
000  women  of  the  final  total  of  280,000  women, 
ranging  in  age  from  35  to  75  years,  are  now  in 
the  system.  Annual  mammographic,  thermo- 
graphic, and  physical  examinations  will  be  con- 
ducted for  five  years,  and  the  patients  will  be 
followed  by  mail  for  the  succeeding  five  years. 
Preliminary  results  indicate  six  to  eight  carci- 
nomas per  1,000  women  were  found  in  the 
first  year  and  two  carcinomas  per  1,000  women 
on  rescreening  in  the  second  year.  Approximately 
30%  of  the  careers  discovered  were  in  patients 
less  than  50  years  of  age,  and  27%  of  these  had 
positive  nodes  at  surgery. 

Mammography  and  physical  examination  to- 
gether should  reveal  about  90%  of  the  breast 
cancers.  Approximately  40%  will  be  discovered 
by  mammography  alone,  and  about  75%  of  these 
oases  will  be  free  of  axillary  nodes.  At  least  10% 
of  the  cases  will  be  missed  on  mammography  by 
f either  the  film  or  xerographic  technique.  The 
1 results  may  be  influenced  by  the  age  of  the 
patient  and  the  stage  of  the  disease.  At  the  time 
of  surgery,  77%  of  the  total  number  of  canoers 
had  negative  axillary  lymph  nodes. 

Thermography  still  has  its  enthusiasts,  but 
many  people  have  been  disappointed  by  the 
high  number  of  false  positives  and  false  nega- 
tives. The  group  in  Milwaukee  states,  “The  use 
of  thermography  should  be  relegated  to  research 
projects  only.”  The  Seattle  participants  found 
33%  abnormal  thermograms  in  10,000  patients, 
but  only  100  carcinomas,  or  1%,  were  discovered. 

Dr.  Renzi  is  a senior  member,  Department  of  Radiology,  Wil- 
li mington  Medical  Center. 


Emanuel  M.  Renzi,  M.D. 

The  incidence  of  breast  cancer  seems  to  be 
increasing  mostly  in  the  over-50  age  group.  This 
may  be  due  to  improved  diagnostic  methods. 
More  cases  are  being  diagnosed  as  carcinoma-in- 
situ.  Approximately  10%  of  these  patients  will 
develop  invasive  lobular  carcinoma. 

The  results  of  the  various  breast  screening 
projects  indioate  that  the  death  statistics  from 
breast  cancer  can  be  reduced.  The  impetus  in 
the  past  year  has  turned  to  the  reduction  of  radi- 
ation dosage  at  mammography  although  there 
is  no  definite  evidenoe  of  carcinogenic  effect  at 
the  current  exposure  levels.  The  statistics  now 
available  were  garnered  from  whole  body  radi- 
ation or  from  multiple  fluoroscopic  examinations 
in  the  Nova  Scotia  Sanatoria.  Long  latency 
periods,  however,  may  be  required  to  develop 
malignant  change. 

The  older  mammographic  techniques  using 
industrial-type  “M”  film  yielded  approximately 
7 r/exposure  while  the  newer  “LoDOSE”  single 
emulsion-type  films  give  approximately  1 r/ex- 
posure or  less  on  the  surfaoe  of  the  breast.  In 
xeromammography  the  filtration  of  the  x-ray 
beam  has  been  increased  from  0.5  mm  A1  to  1.5 
mm  A1  to  reduce  the  dosage  to  under  2 r air 
dose/exposure.  Other  investigators  have  in- 
creased the  filtration  quoted  to  2 mm  or  2.7  mm 
A1  to  give  an  absorbed  dose  of  approximately 
0.5  r/exposure. 

Active  work  on  new  film  screen  combinations, 
rare  earth  screens,  and  smaller  focal  spots  down 
to  approximately  100  microns  is  also  underway. 
The  goal  of  a reduced  dosage  of  150  milliroent- 
gens/exposure  in  the  center  of  the  breast  now 
seems  attainable.  Questions  still  to  be  resolved 
include:  Will  biannual  examinations  suffice,  and 
can  we  use  only  one  exposure  of  each  breast? 

The  causal  factors  still  remain  elusive.  There 
Delaware  19801.  Tel.  (302)  428-2113. 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington, 
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STUART  PHARMACEUTICALS  I Wilmington,  DE 19897 
Division  of  ICI  United  States  Inc. 


THE  SQUEEZE 
OFG.I.  SPASM* 

Kinesed®  offers  this  effective  relief: 

• potent  antispasmodic/ 
antisecretorv  action 

with  belladonna  alkaloids 

• prompt  relief  of  gaseous  distention 

with  simethicone 

• predictable  relief  of  associated 
anxiety  and  tension 

with  phenobarbital 


indications:  Possibly  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the  treatment 
of  the  irritable  bowel  syndrome  (irritable  colon,  spas- 
tic colon,  mucous  colitis)  and  acute  enterocolitis. 


Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or 
hepatic  disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be 
habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One- 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital 
(warning:  may  be  habit  forming),  0. 1 mg.  hyoscyamine 
sulfate;  0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine 
hydrobromide;  40  mg.  simethicone. 


appears  to  be  a higher  rate  among  Caucasian 
women  and  among  first  degree  relatives  with 
carcinoma  of  the  breast  — maternal  carcinoma 
seems  to  be  more  important  than  sibling  malig- 
nancy. Breast  carcinoma  also  appears  earlier 
in  succeeding  generations.  Early  pregnancy  in 
those  less  than  25  years  of  age  is  no  longer  con- 
sidered a protective  factor.  Estradiol  persistence 
leads  to  an  increased  incidence  as  does  prolon- 
gation of  hormonal  contraceptive  therapy  for 


more  than  two  to  four  years.  Castration  before 
the  age  of  40  may  play  a protective  role,  and  a 
negative  family  history  is  also  favorable.  The 
lower  rate  among  Japanese  women  was  noted, 
and  attempts  have  been  made  to  correlate  high 
risk  factors  such  as  diet,  environment,  etc.  This 
brought  to  mind  the  old  witticism:  if  you  don’t 
smoke,  don’t  drink  to  excess,  don’t  overeat  or 
overindulge  in  sex  you  don’t  necessarily  live 
longer,  it  just  seems  like  it. 


103  West  8th  Street 
PRESCRIPTIONS  FILLED  Wilmington,  Delaware 

Phone  656-4862 


INDIVIDUAL  ATTENTION  Suite  11  Professional  Bldg. 

Augustine  Cut-off 
Wilmington,  Delaware 

ACCURACY  AND  SERVICE  Phone  652-3583 

4561  Kirkwood  Highway 

STYLES  TO  FIT  YOUR  PERSONALITY  Millcreek  Shopping  Center 

Wilmington,  Delaware 
Phone  999-0551 
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Bio-Science  quality  with  fast,  local  service. 


When  you  use  our  Philadelphia 
branch,  you  get  the  convenience 
of  a local  laboratory  with  pro- 
fessionals at  your  service  full-time. 
And  you  get  the  well-known 
Bio-Science  quality. 

Our  Branches  use  the  same 
methods,  the  same  normal  values, 
the  same  quality  controls  as  our 
Main  Laboratory.  In  fact,  everything 
at  our  Philadelphia  branch  is  run 
with  the  same  emphasis  on  quality 
and  integrity  that  has  made 
Bio-Science  pre-eminent  in  the 
clinical  laboratory  field. 

Our  Philadelphia  laboratory 
performs  on-site  a majority  of 
the  tests  requested. 


More  unusual  tests  are  s< 
immediately  by  special  air  cou! 
to  our  Main  Laboratory,  saving 
you  the  time  and  trouble.  For  j 
clients,  convenient  pickup  ser 
is  available.  This  gives  you  fas 
turn-around  and  personalized 
service.  So  if  the  test  is  to  be 
sent  out,  send  it  to  our  Philade 
branch.  You’ll  get  Bio-Science 
quality  plus  the  convenience  c 
local  laboratory. 


x 


BIO-SCIENCE 

LABORATORIE 

Philadelphia  Branc 
116  S.  Eighteenth  : 
Philadelphia,  PA  It 
(215)  561-6900 


<^flew  c TYlemberd 


Emilio  Rodriguez  Valdes,  Jr.,  M.D.,  graduated  from  the  University  of 
Santo  Tomas,  Philippines  in  1960.  His  internship  and  residency  were 
spent  at  Mercy  Hospital,  Pittsburgh,  Pennsylvania,  where  he  special- 
ized in  Otolaryngology.  He  is  Board  certified  and  conducts  a private 
practice  in  Wilmington.  Doctor  Valdes  lives  in  New  Castle  with  his 
wife  and  two  sons.  Photography  is  his  hobby. 


Leonard  H.  Seltzer,  M.D.,  is  a 1967  graduate  of  Jefferson  Medical 
College.  Born  in  Philadelphia,  he  interned  at  Cooper  Hospital,  in 
Camden,  New  Jersey,  and  spent  his  residency  at  Children’s  Hospital, 
Chicago.  He  is  an  Allergy  specialist  with  a private  practice  at  410 
Foulk  Road,  Wilmington.  Doctor  Seltzer  fives  in  Wilmington  with  his 
wife  and  two  sons. 


Sadashiva  S.  Rao,  M.D.,  graduated  from  Bangalore  Medical  College, 
India  in  1963.  A Urologist,  he  interned  at  Ellis  Hospital  in  Schenec- 
tady, New  York.  He  spent  his  residency  at  St.  Luke’s  Hospital,  New 
York  City,  and  is  now  practicing  in  Wilmington.  He  and  his  wife 
five  in  Newark  with  their  two  children. 


John  R.  Smoluk,  M.D.,  is  an  Orthopedic  Surgeon  who  graduated  from 
Temple  University  in  1968.  After  interning  at  the  Delaware  Division 
of  the  Wilmington  Medical  Center,  he  went  to  the  Cleveland  Clinic 
Hospital  for  his  residency.  Doctor  Smoluk  now  practices  in  Wilming- 
ton. He,  his  wife,  and  their  four  children  five  in  Rockland.  He  en- 
joys tennis,  skiing  and  white  water  boating. 

Mohammad  Imran,  M.D.,  is  a graduate  of  the  University  of  Peshawar, 
Pakistan.  He  spent  part  of  his  training  in  England  and  was  Senior 
Resident  at  the  Wilmington  Medical  Center.  An  Obstetrician-Gyne- 
cologist, Doctor  Imran  is  a fellow  of  the  American  College  of  Obstetrics 
and  Gynecology  and  the  Royal  College  of  Obstetrics  and  Gynecology. 
He  has  offices  on  Limestone  Road,  Wilmington,  and  in  Pennsville,  New 
Jersey.  He  fives  in  Wilmington  with  his  wife  and  two  children. 


Edwards  P.  Schwentker,  M.D.,  is  a 1968  graduate  of  Johns  Hopkins. 
A Board  certified  Orthopedic  Surgeon,  he  spent  his  internship  and 
residency  at  the  University  of  Pittsburgh.  He  specializes  in  Pediatric 
Orthopedic  Surgery  at  the  Alfred  I.  duPont  Institute.  Doctor  Schwent- 
ker fives  in  Wilmington  with  his  wife  and  three  children. 
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Report  j?rom  --J^leacl quarter 3 


CONTINUING  MEDICAL  EDUCATION 


Although  the  great  majority  of  physicians  work 
at  upgrading  their  skills,  increasing  their  knowl- 
edge, and  keeping  abreast  of  developments  in 
the  science  of  medicine  by  methods,  varying 
from  the  formal  to  the  informal,  there  is,  among 
the  various  pressures  to  which  the  medical  pro- 
fession is  nowadays  subject,  a movement  to  for- 
malize and  systematize  the  post-residency  edu- 
cation of  physicians.  This  program  loosely  termed 
“continuing  medical  education”  (CME)  has  al- 
ready been  adopted  voluntarily  by  many,  and 
the  next  step,  not  far  over  the  horizon,  is  to 
make  it  obligatory  in  one  way  or  another. 

Obligatory  sanctions  may  take  the  form  of 
(1)  requirement  to  maintain  membership  in  a 
local  or  national  professional  society;  (2)  re- 
quirement to  maintain  a specialty  certification; 
and  finally  (3)  requirement  for  relicensure  to 
practice  medicine. 

Several  such  programs  are  already  in  existence 
in  Delaware.  One,  jointly  sponsored  by  the 
Medical  Society  of  Delaware,  Jefferson  Medical 
College,  and  the  Wilmington  Medical  Center, 
provides  up  to  30  credit  hours  per  course. 

Although  participation  in  CME  is  still  volun- 
tary, 50  hours  a year  or  150  hours  over  a three- 
year  period  has  come  to  be  accepted  as  a norm. 
This  need  not  all  be  in  the  form  of  seminars  or 
lectures,  however.  Credits  may  be  earned  by 
private  reading,  writing  learned  treatises,  at- 
tending certain  hospital  staff  or  scientific  meet- 
ings, and  certain  correspondence  courses,  among 
other  things. 

The  initial  three-year  program  has  just  been 
completed,  and  those  Delaware  physicians  who 
qualify  and  follow  certain  self-certification  pro- 
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cedures  will  receive  a certificate  of  completion. 
It  is  to  be  noted  that  the  entire  150  hours  can  be 
accomplished  without  a physician  having  to  go 
outside  the  State  of  Delaware. 

Information  gathered  by  the  Continuing  Edu- 
cation and  Certification  Committee  of  the  Medi- 
cal Society  of  Delaware  shows  that  14  state  medi- 
cal societies  and  six  medical  specialty  societies 
have  decided  to  require  CME  as  a condition  of 
membership;  that  one  medical  specialty  board 
requires  recertification;  and  that  the  medical 
practice  acts  in  seven  states  give  the  state  exam- 
ining boards  authority  to  require  evidence  of 
CME  as  a condition  for  relicensing.  Parenthe- 
tically, the  new  Delaware  Medical  Practices  Act, 
(not  yet  passed)  would  give  similar  authority 
to  the  new  combined  examining  and  disciplinary 
board  established  by  that  legislation. 

At  the  February  10,  1976  meeting  of  the  Con- 
tinuing Education  and  Certification  Committee, 
the  Committee  voted  unanimously  to  recommend 
to  the  Society  that  individual  participation  in 
CME  be  made  mandatory  for  Sooiety  member- 
ship. The  Board  of  Trustees  of  the  Medical  So- 
ciety of  Delaware  subsequently  voted  to  support 
this  recommendation  and  directed  the  Committee 
to  develop  such  guidelines  and  regulations  as  it 
deems  appropriate  to  see  that  such  a program 
is  carried  out  in  a fair  and  open  manner. 


The  recommendations  will  be  presented  to  the 
House  of  Delegates  in  October  for  approval. 


Executive  Director 
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OH,  THOSE  WONDERFUL  GALS 


Early  this  month,  the  Auxiliary  to  the  Medical 
Society  of  Delaware,  with  a membership  of  306, 
met  in  Dover  for  their  Annual  Meeting.  It  was 
my  pleasure  to  attend  this  meeting  and  thereby 
to  learn  of  the  outstanding  accomplishments  of 
the  three  component  county  societies. 

I suspect  that,  like  myself,  most  of  the  mem- 
bers of  the  Medical  Society  of  Delaware  are  un- 
aware of  the  significant  contributions  that  these 
ladies  have  made  to  our  State  over  the  years. 
Parenthetically,  it  must  be  pointed  out  that  the 
word  “Womans”  has  been  dropped  from  the 
names  of  all  the  State  and  AMA  Auxiliaries  to 
encourage  male  spouses  of  physicians  to  beoome 
members, 

Space  does  not  permit  a detailed  fist  of  all  the 
ways  the  Auxiliaries  have  been  active  in  sup- 
porting community  medical  and  social  programs, 
but  allow  me  to  attempt  to  highlight  some  of 
their  activities. 

One  of  their  best  known  projects  in  recent 
years  has  been  their  support  of  AMA-ERF, 
which  in  Delaware  has  accrued  to  the  support 
of  the  dimer  Program.  Nationally,  in  1975,  AMA- 
ERF  totaled  $1,274,999,  of  which  $755,986  is 
credited  to  the  work  of  the  Auxiliary.  Quite  an 
impressive  record! 

The  Nursing  and  Paramedic  Scholarship  Pro- 
gram in  Delaware,  which  began  in  1952,  has  been 
responsible  for  funding  over  300  full  or  partial 
scholarships,  the  total  funds  exceeding  $30,000. 
Additionally,  the  Auxiliary  has  been  involved  in 
granting  approximately  $50,000  in  scholarship 
funds,  contributed  by  other  community  groups, 
to  around  170  students. 


In  direct  health  services,  the  Delaware  Auxil- 
iaries have  instituted  a Vision  Screening  Program 
for  preschool  children,  and  have  recently  been 
screening  well  over  1000  children  annually.  In 
this  same  area,  the  members  have  volunteered  in 
the  Breast  Screening  Program  of  the  Cancer  Net- 
work. Other  health  activities  have  involved  the 
collection  of  drug  samples,  used  equipment,  and 
eyeglasses  for  use  in  clinics  and  foreign  dis- 
pensaries. 

The  Auxiliary  was  involved  in  starting  the 
Meals-on-Wheels  program,  as  well  as  the  tele- 
phone-calling program  for  the  elderly,  and  as- 
sisted in  social  functions  at  the  Senior  Center. 

One  of  their  important  projects  has  been  the 
institution  of  a Child  Care  Center  for  families 
who  are  involved  in  Family  Court  actions. 

It  is  very  evident  the  Auxiliary  has  extended 
the  influence  of  the  Medical  Society  of  Delaware 
in  areas  and  in  ways  which  are  beyond  our  cap- 
abilities. Unfortunately,  many  of  our  spouses 
have  not  joined  in  these  important  undertakings, 
and  the  Auxiliary  has  not  > grown  optimally.  It 
seems  clear  to  me  that  our  own  self-interest 
would  indicate  that  we  should  encourage  our 
spouses  to  become  involved;  and  we  should  ap- 
plaud them  in  their  efforts.  After  all,  they  are 
doing  it  all  for  us. 

We  thank  these  gracious  ladies  and  acknowl- 
edge our  debt  to  them  for  their  inestimable  help 
to  our  profession. 
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Blue  Shield  is  more  than  a service, 

it’s  a relationship. 


For  thirty  years,  Blue  Shield  has  played  a major  role  in  the  life  of  Delaware’s 
medical  community. 

The  service  has  grown  with  the  increase  in  medical  practitioners  and  today 
more  than  95%  of  all  physicians  practicing  in  Delaware  are  members.  In 
addition,  the  Plan  serves  all  of  the  other  providers  of  medical  services. 


But  service  is  never  a bloodless,  me- 
chanical thing — it  is  always  and  most 
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STERILIZATION  OF  WOMEN:  AN 
EXAMINATION  OF  LATE  COMPLICATIONS 

Robert  W.  Egdell,  M.D. 
William  G.  Slate,  M.B.,  Ch.B.,  M.S. 


Introduction 

Objective  appraisal  is  necessary  to  determine 
whether  or  not  sterilization  is  indicated,  and  if 

Iso,  the  preferred  procedure.  This  appraisal  may 
be  simple  or  complex.  Nevertheless,  every  pre- 
caution should  be  taken  to  make  certain  that  the 
patient  is  making  a correct,  unemotional,  and 
mature  judgment,  and  that  the  appropriate  part- 
ner is  being  sterilized.  Careful  consideration 
should  also  be  given  to  the  possible  legal,  ethical, 
religious,  moral,  and  political  aspects.  In  addi- 
tion, consideration  must  be  given  to  medical  fac- 
tors such  as  patient  age,  parity,  effectiveness, 
reversibility,  cosmetic  effect,  emotional  impact, 
and  psychological  sequelae.  Other  factors  in- 
clude the  importance  to  and  possible  need  of  the 
patient  for  continued  menstruation,  the  effect  of 
surgical  menopause,  the  potential  stresses  on  the 
marital  relationship,  any  associated  medical,  gy- 
necologic or  urologic  disease  or  condition,  the 
risks  inherent  in  the  various  procedures  available, 
and  an  awareness  of  alternate  approaches  in  the 
event  that  the  selected  procedure  cannot  be  ac- 
complished or  becomes  inappropriate,  and  im- 
mediate and  late  complications.  Finally,  con- 
venience, a desire  for  confidentiality,  and  cost 

Dr.  Egdell,  a former  Obstetric-Gynecologic  Resident  at  the 
Wilmington  Medical  Center,  is  now  on  the  staff  of  Robinson 
Memorial  Hospital,  Ravenna,  Ohio. 

Dr.  Slate  is  Director  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  Wilmington  Medical  Center. 
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considerations  may  override  other  preferences  as 
long  as  the  choice  is  medically  acceptable. 

The  role  of  primary  hysterectomy  for  sterili- 
zation continues  to  be  debated.  Those  who  con- 
tend that  sterilization  by  hysterectomy  is  prefer- 
able to  tubal  ligation  include  in  their  supporting 
arguments  the  frequency  with  which  abnormal 
uterine  bleeding  occurs  and  other  pelvic  opera- 
tions are  required  subsequent  to  tubal  ligation. 
The  incidence  of  abnormal  bleeding  following 
tubal  ligation  has  been  reported  to  be  as  low  as 
4.6%  and  as  high  as  40.7%,  while  the  need  for 
another  pelvic  operation  ranges  from  3.2%  to 
36.2%. 1-3 

This  retrospective  study  was  undertaken 
chiefly  to  clarify  these  points,  and  to  identify 
factors  that  may  lead  to  pelvic  operation  after 
tubal  ligation.  Also  reviewed  are  the  details 
of  immediate  complications  and  length  of  hos- 
pitalization as  factors  which  might  influence 
choice  of  procedure. 

Material  and  Method 

Four  hundred  ninety-five  women  underwent 
procedures  for  sexual  sterilization  at  the  Dela- 
ware Hospital  and  the  Wilmington  General  Hos- 
pital during  the  five-year  period  January  1,  1963 
through  December  31,  1967.  Records  of  subse- 
quent admissions  and  outpatient  visits  through 
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TABLE  1 

STERILIZATIONS  PROCEDURES  AT  THE  DELAWARE  HOSPITAL  AND  WILMINGTON  GENERAL  HOSPITAL 
Jan.  1,  1963  - Dec.  31,  1967 


Interval 

Abdomi nal 
Tubal 

Cesarean 

fS6Sl°" 

Abdominal 

Tubal 

/aginal  ' 
Tubal  1 

aginal 

lysterec- 

ictomv 

Abdominal 

Hysterec- 

tomy 

Totals 

Nlimber  of  patients 

353 

13 

74 

46 

8 

1 

495 

Percent  in  subgroup 

71.3 

2.6 

15.0 

9.3 

1.6. 

0.2 

100 

Patients  who  had 
later  operations 

42 

3 

12 

6 

0 

0 

63 

Percent  in  subgroup 
with  later  operations 

11.9 

23.0 

16.2 

13.0 

0 

0 

12.7 

Abnormal  menses  before  tubal 
sterilization: 

Percent  of  subgroup  requiring 
later  operation  who  reported 
abnormal  menses 

9.5 

33 

17 

33 

0 

0 

14.3 

Percent  of  subgroup  not 
requiring  later  operation 
who  reported  abnormal  menses 

0.6 

11.3 

15 

13 

100 

3.9 

Percent  of  subgroup  with 
history  of  abnormal  menses 
who  required  later  operation 

66.6 

100 

22.2 

25 

0 

0 

34.6 

"Abnormal  menses'  after  tubal 
sterilization: 

Percent  of  this  subgroup 
requiring  later  operation 

r 

48 

33 

67 

50 

0 

0 

51 

Percent  of  this  subgroup  not 
requiring  later  operation 
Percent  of  subgroup  with 
history  of  abnormal  menses 
who  required  later  operation 

1.3 

83 

100 

100 

100 

0 

0 

0.9 

88.9 

Percent  of  all  patients 

6.8 

7.7 

10.8 

6.5 

0 

0 

7.3 

June  30,  1973  were  examined  for  follow-up.  Of 
the  total  group  23%  visited  the  outpatient  clinic 
and  14%  had  later  admissions. 

Results 

Statistics  pertaining  to  the  types  of  operations 
are  presented  in  Table  1.  The  relationship  of 
abnormal  menses  prior  to  tubal  sterilization  to 
after  operation  and  the  incidence  of  abnormal 
menses  after  sterilization  are  also  presented.  The 
terms  “tubal  ligation”  and  “tubal  sterilization” 
are  non-specific,  but  when  used  in  this  report 
they  represent  employment  of  the  Pomeroy  tech- 
nique or  a modification  thereof. 

Details  of  accompanying  procedures  and  dura- 
tion of  hospitalization  are  given  in  Table  2. 
Postoperative  complications  are  listed  in  Table  3. 

Complicating  conditions  were  encountered  in- 
frequently and  are  not  included  in  the  tabulation 


or  statistical  computations.  They  included  one  of 
each  of  the  following:  duodenal  ulcer,  schizo- 
phrenic reaction,  amyotrophic  lateral  sclerosis, 
prior  cerebrovascular  accident,  and  preeclampsia. 
One  patient  who  developed  endometritis  was  not 
included  among  those  who  had  postoperative 
complications.  Patients  with  a temperature 
greater  than  100.4°  F on  two  successive  days,  ex- 
cluding the  day  of  the  procedure,  were  consid- 
ered febrile.  Anemia  was  diagnosed  when  the 
hemoglobin  was  less  than  10.0  grams. 

Subsequent  operative  procedures  required  af- 
ter sterilization  are  listed  in  Table  4.  Sixty -three 
patients  went  to  the  operating  room  101  times  for 
163  procedures.  The  percentage  of  patients  un- 
dergoing later  operation  was  12.7,  with  8.3% 
undergoing  a major  procedure.  All  the  appen- 
dectomies fisted  were  done  in  conjunction  with 
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TABLE  2 

ACCOMPANYING  PROCEDURES 


Postpartum 

Interval 

Accompany! ng 

Abdominal 

Cesarean 

Abdominal 

Vaginal 

Vaginal 

Abdominal 

Procedure 

Tubal 

Section 

Tubal 

Tubal 

Hyster- 

Hyster- 

Totals 

Tnhfll 

ectomy 

ectomy 

Appendectomy 

16 

1 

21 

38 

Salpingectomy  and/or 

Oophorectomy 

5 

3 

4 

1 

1 

14 

Ovarian  cystectomy 

1 

1 

2 

Ovarian  biopsy 

4 

1 

5 

Para-ovarian  cystectomy 

2 

2 

Uterine  suspension 

3 

1 

4 

Myomectomy 

1 

1 

Umbilical  herniorrhaphy 

1 

1 

Anterior  and/or  posterior 

vaginal  repair 

2 

10 

5 

17 

Needle  urethropexy 

1 

1 

Excision  vaginal  cyst 

1 

1 

Vaginal  hysterectomy 

1 

1 

Cervical  biopsy 

3 

2 

5 

Dilation  & Curettage 

1 

7 

12 

1 

21 

Abortion  by  suction 

evacuation 

1 

1 

2 

Hemorrhoidectomy 

1 

1 

Excision,  cutaneous  mole 

1 

1 

Number  of  procedures 

25 

5 

47 

32 

6 

2 

117 

Number  of  patients 

22 

5 

36 

25 

5 

1 

94 

Percent  in  each  subgroup 

6.2 

38.5 

48.6 

54.3 

62.5 

100 

19.0 

having  accompanying 

procedure 

Days  Hospitalized 

All  patients 

6.4 

9.1 

6.7 

5.7 

7.9 

8 

6.5 

Patients  with  accompanying 

procedures 

6.7 

8.6 

7 A 

6.4 

8.6 

8 

7.1 

TABLE  3 

EARLY  COMPLICATIONS 


Pnctnartnm 

Interval 

1 

MAJOR 

\bdominal 

Tubal 

Cesarean 

Section 

Tubal 

Abdominal 

Tubal 

Vaginal 

Tubal 

Vaginal 

Hyster- 

ectomy 

Abdominal 

Hyster- 

ectomy 

Total 

Hematoma  - Ovary 
" Pelvic 

Urinary  retention 
Cul-de-sac  abscess 
Hemorrhage  from  uterine 
laceration 
Pulmonary  embolus 
Thrombophlebitis 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

1 

1 

1 

Subtotal 

2 

0 

4 

2 

1 

0 

9 

MINOR 

Infection  - 
Urinary  tract 
Upper  respiratory 
Wound 

Salpingitis 

Febrile 

Anemia 

Transfusion 

Anxiety 

Rectal  laceration 

7 

3 

1 

8 

4 
4 

1 

2 

1 

1 

1 

1 

4 

1 

1 

4 

1 

1 

1 

1 

2 

1 

0 

15 

4 
3 
2 

13 

5 
7 
1 
1 

Subtotal 

27 

4 

9 

8 

3 

0 

51 

Total  number  complications 

29 

4 

13 

10 

4 

0 

60 

Number  patients  with 
complications 

24 

3 

9 

9 

3 

0 

48 

Percent  of  patients  in  sub- 
group with  complications 

6.8 

23.1 

12.2 

19.6 

37.5 

0 

9.7 
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TABLE  4 

LATER  OPERATIVE  PROCEDURES 


Pnstnartum 

T ntpf 

MAJOR 

Abdominal 

Cesarean 

Abdominal 

Vaginal 

Vaginal 

Hyster- 

ectomy 

Abdominal 

Total 

Tubal 

Section 

Tubal 

Tubal 

Tubal 

Hyster- 

ectomy 

Abdominal  hysterectomy 

15 

3 

2 

2 

21 

Sal  pi ngo-oophorectomy 
Anterior  & Posterior 

14 

2 

3 

2 

21 

vaginal  repair 

15 

2 

1 

18 

Vagin*!  hysterectomy 

11 

1 

12 

Needle  urethropexy 

3 

1 

4 

Appendectomy 

6 

6 

Laparotomy 

2 

2 

Lymphadenectomy 

1 

1 

2 

Subtotal 

Number  procedures 

67 

5 

9 

5 

0 

0 

86 

Times  to  O.R. 

36 

2 

5 

3 

0 

0 

46 

Number  of  Patients 

31 

2 

5 

3 

0 

0 

41 

MINOR 

Dilatation  & Curettage 

32 

2 

11 

4 

49 

Cone  biopsy 

9 

1 

3 

1 

14 

Cervical  biopsy 

4 

1 

4 

9 

Excision  of  Bartholin  cyst 
Culdocentesis 

2 

1 

2 

4 

1 

SUBTOTAL 

Number  procedures 

48 

4 

20 

5 

0 

0 

77 

Times  to  O.R. 

37 

3 

11 

4 

0 

0 

55 

Number  of  patients 

31 

2 

10 

4 

0 

0 

47 

TOTAL 

Number  Procedures 

115 

9 

29 

10 

0 

0 

163 

Times  to  0.  R. 

73 

5 

16 

7 

0 

0 

101 

Number  of  patients 
Percentage  of  patients  in 

42 

3 

12 

6 

0 

0 

63 

subgroup  requiring  later 

procedure 

11.9 

23.1 

16.2 

13.0 

0 

0 

12.7 

a pelvic  operation.  In  Table  5 patients  who 
required  later  operative  procedures  are  compared 
with  those  who  did  not. 

The  age  and  the  number  of  living  children  at 
the  time  of  operation  were  similar  for  both 
groups  but  differed  among  the  various  steriliza- 
tion procedures.  Patients  who  had  accompany- 
ing procedures  had  an  increased  incidence  of 
later  operations.  Subsequent  pregnancies  are 
listed,  and  percent  method  failure  has  been  cal- 
culated. 

A greater  percentage  of  patients  who  had  ab- 
normal uterine  bleeding  before  sterilization  re- 
quired a later  operative  procedure  than  those 
with  no  preceding  menstrual  abnormality.  The 
incidence  of  later  operative  procedure  among 
patients  with  abnormal  menses  before  steriliza- 
tion was  34.6%.  Only  7.3%  of  patients  who  had 
normal  menses  before  sterilization  developed 


menstrual  abnormalities  after  the  procedure.  As 
might  be  expected,  most  of  these  patients  had 
later  operative  procedures. 

Discussion 

We  found,  as  did  Tappan,2  that  vaginal  tubal 
ligation  and  postpartum  tubal  ligation  were  fol- 
lowed by  the  shortest  hospitalizations.  The  av- 
erage length  of  hospital  stay  was  slightly  in- 
creased when  accompanying  procedures  were 
performed.  Laparoscopic  sterilization  was  not 
available  during  the  period  under  our  study, 
but  it  is  becoming  increasingly  popular  and 
requires  even  less  hospitalization  than  other 
sterilization  procedures.4 

The  complication  rate  among  patients  having 
postpartum  tubal  ligations  (6.8%)  was  lower 
than  that  for  any  other  sterilization  procedure  in 
this  report.  The  complication  rate  for  each  pro- 
cedure was  similar  to  that  reported  by  Tappan,2 
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except  that  we  found  only  a 12.2%  complication 
rate  for  interval  abdominal  tubal  ligations.2  The 
morbidity  rate  for  our  postpartum  tubal  ligations 
was  at  the  lower  end  of  the  6.0%  to  13.3%  range 
reported  by  Wilson  in  his  review  of  postpartum 
sterilization  procedures.5  Wheeless  has  reported 
even  lower  complication  rates  for  laparascopic 
tubal  sterilizations.4 

The  percentage  of  patients  in  this  study  who 
had  normal  menses  before  the  sterilization  but 
who  later  had  menstrual  irregularity  (7.3%)  is 
low  because  the  calculation  is  based  only  on  those 
patients  who  sought  medical  attention.  For  the 
same  reason,  Prystowsky  found  only  a 4.6%  in- 
cidence of  menorrhagia.1  Tappan  reported  a 
40.7%  incidence  of  menorrhagia  among  patients 
answering  a questionnaire  after  tubal  ligation, 
but  most  of  his  patients  did  not  seek  medical 
attention.2 


The  failure  rates  for  postpartum  tubal  ligation 
(1.1%),  interval  abdominal  tubal  ligation 
(0.0%),  and  vaginal  tubal  ligations  (0.0%)  are 
comparable  to  those  reported  by  others.  Kroener6 
reported  no  failures  in  over  1000  vaginal  tubal 
ligations,  while  Tappan  described  two  failures 
out  of  221.2  Dees’  failure  rate  for  Madlener 
tubal  ligations  was  3.7%7  whereas  White  found 
a 1.7%  failure  rate  for  the  Pomeroy  method.8 
Wheeless  reported  no  failures  in  his  first  666 
laparoscopic  sterilizations.4 

Our  12.7%  incidence  of  later  pelvic  operations 
was  calculated  on  the  basis  of  all  patients  steri- 
lized; however,  follow-up  was  available  on  only 
37%.  Thus  a corrected  projection  would  be 
considerably  greater.  On  the  other  hand,  the 
low  incidence  of  later  operations  reported  by 
Tappan  (3.2%)  may  be  explained  by  the  short 
follow-up  of  six  to  22  months.2  Haynes  and 


TABLE  5 


COMPARISON  OF  PATIENTS  WHO  REQUIRED  LATER  OPERATIVE  PROCEDURES  WITH  THOSE  WHO  DID  NOT 


Subsequent  Pregnancies  * 
LMP  before  tubal 
Ectopic 

Spontaneous  abortion 
Livebirths 


Total  pregnancies 
Percent  method  failure 
by  group 


Age 

Requiring  later  operations 
Without  later  operations 
Average  age 


Living  Children 
Requiring  later  operations 
Without  later  operations 
Average  number  of  living 
children 

Accompanying  Procedures 
Percent  of  patients  with 
accompanying  procedures 
requiring  later  operations 

Percent  of  patients  without 
accompanying  procedures 
requiring  later  operations 


Postpa 

irtum 

Interval 

Abdominal 

1 Cesarean 

Vaginal 

Vaginal 

Vaginal 

Abdominal 

Tubal 

Section 

Tubal 

Tubal 

Hyster- 

Hyster- 

Total 

Tubal 

ectomy 

ectomy 

0 

0 

twins* 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

1 

1 

0 

0 

0 

0 

0 

1 

3 

0 

0 

0 

0 

0 

3 

4 

0 

1 

0 

0 

0 

4 

1.1 

0 

0 

0 

0 

0 

0.8* 

32.5 

36.7 

30.3 

33.3 

32.3 

32.2 

36.5 

32.4 

32.5 

31.8 

41 

32.3 

32.2 

36.5 

32.1 

32.6 

31.8 

41 

32.3 

5.8 

3.3 

5.4 

4.7 

5.6 

5.8 

5.9 

5.4 

5.0 

7.2 

10 

5.7 

5.8 

5.3 

5.4 

4.9 

7.2 

10 

5.7 

7.2 

66.7 

33.3 

66.7 

20.6 

13.6 

40.0 

11.1 

16.0 

13.7 

* Subsequent  pregnancies  occurred  in  4 of  353  patients  who  had  postpartum  tubal  ligation.  Of  these, 
one  patient  had  a tubal  pregnancy;  one  had  a spontaneous  abortion  (histologically  confirmed);  and 
two  patients  delivered  a total  of  three  living  children.  One  patient  delivered  twins  seven  months 
after  an  interval  abdominal  tubal  ligation  (last  menstrual  period  was  one  month  before  tubal  liga- 
tion). 
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Wolfe  give  a 36.2%  incidence  of  later  pelvic 
operations,  including  a 12.9%  incidence  of  hys- 
terectomy.3 Their  follow-up  was  3.5  years  or 
more.  It  is  noteworthy  that  the  average  interval 
between  tubal  ligation  and  first  operative  pro- 
cedure for  our  patients  was  42  months. 

Haynes  and  Wolfe  used  the  36.2%  incidence 
of  later  operation  and  a 2.8%  incidence  of  cervi- 
cal cancer  as  reason  to  recommend  cesarean  hys- 
terectomy rather  than  cesarean  tubal  ligation.3 
They  also  recommend  vaginal  hysterectomy  in 
patients  of  high  parity  who  request  sterilization. 

Barnes,  in  discussing  Haynes’  paper,  pointed 
out  that  vaginal  hysterectomy  and  abdominal 
hysterectomy  have  an  equal  or  lower  operative 
mortality  than  tubal  ligation 3 Others  have  ad- 
vocated either  vaginal  hysterectomy  or  cesarean 
hysterectomy  for  sterilization.3-9-10  Schulman 
strongly  opposes  hysterectomy  for  sterilization, 
and  found  no  reason  for  not  performing  tubal  li- 
gation, particularly  by  endoscopy.11 

In  this  study,  patient  age  and  number  of  living 
children  at  the  time  of  tubal  ligation  were  simi- 
lar for  those  patients  who  required  a later  oper- 
ation and  those  who  did  not.  Accompanying 
procedures  had  no  influence  on  the  incidence  of 
later  operations.  Most  significant,  however,  is 
the  finding  that  34.6%  of  patients  with  abnormal 
menses  prior  to  tubal  ligation  required  later  op- 
eration. Vaginal  hysterectomy  or  vaginal  repair 


was  performed  in  48%  of  patients  undergoing 
later  operation. 

Conclusions 

It  is  concluded  that  patients  with  a history  of 
abnormal  menses,  particularly  when  found  to 
have  pelvic  relaxation,  are  best  treated  by  hyster- 
ectomy for  sterilization,  and  appropriate  vaginal 
and  pelvic  floor  repair,  thereby  avoiding  the 
likely  need  for  a subsequent  operative  procedure. 

Since  the  advent  and  popular  acceptance  of 
laparoscopic  sterilization,  conventional  "tubal 
ligation”  has,  to  a great  extent,  become  out- 
moded. Consequently,  the  entire  subject  must 
be  restudied  to  establish  the  proper  relationship 
of  sterilization  by  laparoscopy  to  other  tech- 
niques and  to  determine  the  frequency  of  asso- 
ciation with  subsequent  irregular  uterine  bleed- 
ing and/or  pelvic  operations. 
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POTENTIALLY  REMEDIABLE  COMPLICATIONS 
IN  END-STAGE  HEART  FAILURE 


Robert  J.  Hall,  M.D. 


One  of  the  most  vexing  problems  in  clinical 
cardiology  is  management  of  apparent  end-stage 
heart  failure.  When  refractory  heart  failure  oc- 
curs, a thorough  reevaluation  of  the  patient  and 
the  therapeutic  regimen  is  in  order.  Foremost, 
one  must  ascertain  whether  the  presumed  diag- 
nosis is  correct,  or  whether  some  potentially 
remediable  condition  has  been  overlooked.  Re- 
mediable extracardiac  conditions,  which  may  be 
aggravating  the  degree  of  failure,  must  then  be 
ferreted  out  and  corrected.  Finally,  a reassess- 
ment of  the  medical  management  must  be  made 
to  insure  its  adequacy. 

Potentially  Remediable  Cardiac  Conditions 

Table  1 lists  some  potentially  remediable  con- 
ditions that  may  be  overlooked.  A resectable 
ventricular  aneurysm  frequently  can  be  sus- 
pected from  roentgenographic  and  electrocardio- 
graphic findings.  However,  left  ventriculography 
may  be  required  to  demonstrate  evidence  of 
either  a ventricular  aneurysm  or  severe  mitral 
incompetency,  both  of  which  can  ensue  in  the 
course  of  ischemic  heart  disease  and  result  in 
severe  congestive  heart  failure.  In  selected  cases, 
surgical  correction  can  cause  dramatic  improve- 
ment. 

Valvular  heart  disease  may  be  accompanied 
by  few  auscultatory  findings  when  advanced 
failure  is  present;  murmurs  of  aortic  and  mitral 
stenosis  or  regurgitation  can  be  severely  subdued 
and  not  fully  appreciated  when  heart  failure  is 

Dr.  Hall  is  the  Medical  Director  of  the  Texas  Heart  Institute 
and  the  Director  of  Adult  Cardiology  at  St.  Luke’s  Episcopal 
Hospital,  Houston,  Texas. 

This  paper  was  adapted  from  a presentation  to  the  186th  An- 
nual Meeting  of  the  Medical  Society  of  Delaware,  Wilmington, 
Delaware. 


severe  and  cardiac  output  reduced.  Echocardi- 
ography may  play  a valuable  role  by  eliciting 
classical  features  of  mitral  stenosis  or  thickened 
aortic  leaflets,  or  in  detecting  an  occasional  un- 
suspected intracardiac  tumor,  most  often  a left 
atrial  myxoma. 

TABLE  1 

REMEDIABLE  CARDIAC  CONDITIONS 

Left  ventricular  aneurysm 
Valvular  heart  disease 
Congenital  heart  disease 
Intracardiac  tumors 
Chronic  constrictive  pericarditis 
Bacterial  endocarditis 

Few  congenital  lesions  escape  recognition  un- 
til late  adult  life,  though  an  atrial  septal  defect 
may  go  unrecognized  until  the  patient  presents 
evidence  of  cardiomegaly  and  failure  in  the  latter 
decades  of  adult  life.  Clinically  the  overactive 
right  ventricle  and  persistent  split  S2,  and  roent- 
genographically,  pulmonary  vascular  enlarge- 
ment, and  plethora,  serve  as  valuable  clues.  The 
finding  of  a dilated  right  ventricle  and  para- 
doxical motion  of  the  interventricular  septum  on 
echocardiogram  is  helpful,  and  cardiac  catheteri- 
zation is  diagnostic. 

Constrictive  pericardial  disease  is  rarely  over- 
looked when  pericardial  calcification  is  present. 
Without  this  feature,  the  dominant  signs  of  right 
heart  failure,  the  audible  and  palpable  diastolic 
filling  knock,  and  the  diastolic  collapse  of  the 
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jugular  venous  column  should  aid  in  assessing 
the  correct  diagnosis.  Cardiac  catheterization 
and  angiography  will  better  serve  to  define  each 
of  these  conditions  and  is  mandatory  if  any 
doubt  exists  regarding  the  correct  diagnosis. 

Bacterial  endocarditis  may  be  responsible  for 
a deteriorating  cardiac  status,  progressive  and 
refractory  heart  failure,  and  frequent  neurologic 
manifestations  especially  in  the  elderly.  Con- 
sideration of  the  diagnosis  and  appropriate  cul- 
tures should  be  taken. 

Potentially  Remediable  Extracardiac  Conditions 

Extracardiac  problems  occasionally  cause,  but 
more  commonly  aggravate,  preexisting  cardiac 
disease.  (Table  2)  Certain  conditions  such  as 
anemia  and  hyperthyroidism  can  be  easily  diag- 

I nosed  and  corrected.  Recurrent  pulmonary  em- 
boli, which  may  severely  aggravate  preexisting 
advanced  cardiac  disease,  may  be  more  obscure; 
prolonged  anticoagulation  therapy  can  be  very 
beneficial.  Hypertension  should  be  controlled 
medically.  Nutritional  failure  or  concomitant 
enteric,  hepatic,  or  renal  disease  may  result  in 
hypoproteinemia,  with  resultant  aggravation  of 
congestive  manifestations  and  interference  with 
diuretic  therapy.  In  certain  instances  thiamin 
deficiency  must  be  considered  and  treated  ap- 
propriately. 

TABLE  2 

REMEDIABLE  EXTRACARDIAC  CONDITIONS 
Anemia 

Hyperthyroidism 
Recurrent  pulmonary  emboli 
Uncontrolled  hypertension 
Hypoproteinemia 
Thiamine  deficiency 
Atrioventricular  fistula 


While  arteriovenous  fistulae  are  not  common, 
either  congenital  or  post-traumatic  fistulae  can 
cause  severe  congestive  failure.  The  clinical 
features  of  bounding  pulses,  widened  pulse  pres- 
sure, and  a continuous  murmur  localizing  the 
fistulous  communication  are  diagnostic  clues. 
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Adequacy  of  Therapeutic  Regimen 

When  remediable  cardiac  and  extracardiac 
conditions  are  excluded,  therapeutic  advantage 
may  be  obtained  only  by  maximizing  the  effect 
of  the  anticongestive  medical  regimen.  (Table  3) 

Physical  activities  may  require  more  severe 
restriction  in  order  to  further  reduce  demands 
on  the  heart.  Obesity  adds  its  toll  to  cardiac 
work,  and  judicious  loss  of  weight  may  exert 
beneficial  results.  While  cardiac  cachexia  is 
common  in  advanced  congestive  failure,  one 
still  sees  patients  whose  cardiac  insufficiency  is 
aggravated  by  excess  body  mass.  Dependency 
upon  potent  diuretics  has  diminished  adherence 
to  sodium  restriction,  and  frequently  such  restric- 
tion is  inadequate.  Increasing  congestive  failure 
commonly  can  be  traced  to  acute  or  chronic 
dietary  indiscretion,  either  intentional  or  be- 
cause of  misinformation. 

TABLE  3 

HAS  TREATMENT  REGIMEN  BEEN  ADEQUATE? 

Reduction  of  activities,  exercise 
Obesity 

Sodium  restriction 
Adequacy  of  digitalis  therapy 
Diuretic  therapy 
Hyponatremia 
Correction  of  arrhythmias 

Emperic  standard  dosages  of  digitalis  prepara- 
tions may  result  in  chronic  under-  or  overdigitali- 
zation. According  to  Carruthers,  who  measured 
the  plasma  digoxin  concentration  of  hospital  pa- 
tients who  were  receiving  maintenance  digoxin 
therapy  before  admission,  33%  were  found  to 
have  suboptimal  levels,  while  25%  had  levels 
above  the  generally  accepted  optimal  range 
(0.8-2.0  mg/ml).1  Half  of  the  latter  group  had 
clinical  evidence  of  toxicity.  Cardiac  perform- 
ance may  be  improved  in  some  patients  by  in- 
creasing the  digitalis  dosage,  guided  by  results 
of  serum  level  determinations  and  careful  at- 
tention to  evidence  of  toxicity.  Digitalis  excess 
can  result  in  clinical  deterioration,  both  by  pro- 
duction of  atrial,  junctional,  and  ventricular  ar- 
rhythmias and  by  direct  depression  of  cardiac 
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function  in  toxic  dosages.2’3  Congestive  manifes- 
tations often  can  be  controlled  by  augmentation 
of  diuretic  therapy,  but  in  advanced  failure  this 
may  be  accompanied  by  additional  reduction  of 
cardiac  output,  arterial  volume  contraction,  re- 
duction of  renal  flow,  and  progressive  prerenal 
azotemia,  limiting  further  increases  in  diuretic 
therapy.  In  the  setting  of  advanced  congestive 
failure,  hyponatremia  is  almost  invariably  dilu- 
tional  and  requires  restriction  of  water  intake 
and  not  administration  of  sodium.  Control  of 
arrhythmias  is  essential,  and  even  the  temporary 
conversion  of  atrial  flutter  or  fibrillation  to  sinus 
rhythm,  restoring  the  atrial  contribution  to  ven- 
tricular contraction,  may  materially  relieve  con- 
gestive failure.  Electrical  pacing  of  the  slow 
ventricle  secondary  to  atrioventricular  block  also 
will  improve  cardiac  output  and  relieve  conges- 
tive failure. 

Conventional  management  of  heart  failure 
consists  of  measures  which  increase  contractility 
and  reduce  preload  (digitalis  and  diuretics).  It 
has  long  been  appreciated  that  reducing  after- 
load, by  decreasing  arterial  blood  pressure,  is 
essential  in  managing  congestive  failure  in  the 
hypertensive  patient.  Recently,  the  beneficial 
effect  of  reducing  afterload  by  vasodilators  in 
patients  with  complicated  acute  myocardial  in- 
farction, even  in  the  absence  of  hypertension,  has 
received  considerable  attention.4  6 Franciosa  et 
al  have  demonstrated  the  salutory  effect  of  orally 
administered  isosorbide  dinitrate  in  patients  with 
chronic  heart  failure,  which  is  reflected  by  im- 
proved left  ventricular  filling  pressure  with  little 
reduction  in  blood  pressure  or  change  in  heart 
rate.7  These  latter  acute  observations  are  of 
considerable  interest  since  we  have  hitherto  gen- 
erally considered  orally-ingested  vasodilators  to 
be  relatively  ineffective  in  the  management  of 
angina  pectoris.  These  same  authors  subse- 
quently reported  the  chronic  use  of  vasodilator 
therapy  in  a patient  with  intractable  failure. 
Therapy  was  initiated  with  intravenous  nitre 
prusside  for  a three-week  period  followed  by 
continued  oral  and  topical  nitrates,  with  im- 
provement.8 Franciosa  et  al  have  suggested  that 
chronic  impedance  reduction  to  left  ventricular 
ejection  may  be  a useful  approach  to  the  treat- 
ment of  severe  left  ventricular  failure.  Further 
support  for  the  thesis  of  afterload  reduction  in 
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refractory  failure  is  reported  by  Chatterjee  and 
Swan9  and  in  a more  recent  report  by  Cohen 
et  al.10 

These  reported  findings  indicate  that  an  ad- 
ditional avenue  has  been  opened  in  the  treatment 
of  chronic  myocardial  failure:  vasodilator  ther- 
apy, administered  intravenously,  sublingually, 
orally,  and  topically,  can  effectively  reduce  im- 
pedance to  left  ventricular  emptying  and  bene- 
ficially alter  cardiac  output  and  congestive  heart 
failure.  Obviously  the  role  of  these  agents  in 
long-term  management  of  chronic  heart  failure 
has  yet  to  be  established. 

Summary 

The  management  of  a patient  with  intractable 
congestive  failure  requires  full  deployment  of 
the  wisdom,  skill,  and  patience  of  the  physician. 
One  must  be  assured  that  the  correct  diagnosis 
has  been  made,  that  no  extracardiac  aggravating 
conditions  are  present,  and  that  all  forms  of 
therapy  are  utilized  to  maximum  efficacy  within 
the  limits  of  safety. 

The  more  recent  use  of  acute  and  chronic  vaso- 
dilator therapy  may  extend  the  capabilities  of 
medical  management.  If  after  all  these  consider- 
ations have  been  pursued  to  the  greatest  thera- 
peutic benefit,  true  refractory  failure  can  be  ac- 
cepted with  greater  equanimity,  with  full  appre- 
ciation that  fife  cannot  be  prolonged  indefinitely. 
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SYPHILIS -CDC  RECOMMENDED 
TREATMENT  SCHEDULE,  1976* 


The  following  recommendations  were  estab- 
lished by  the  Venereal  Disease  Control  Advisory 
Committee  of  the  Center  for  Disease  Control 
after  deliberation  with  therapy  experts. 

Few  data  have  been  published  on  the  treat- 
ment of  syphilis  since  CDC  revised  these  recom- 
mendations in  1968.  Penicillin  continues  to  be 
the  drug  of  choice  for  all  stages  of  syphilis.  Every 
effort  should  be  made  to  document  penicillin 
allergy  before  choosing  other  antibiotics  because 
these  antibiotics  have  been  studied  less  exten- 
sively than  penicillin.  Physicians  are  cautioned 
to  use  no  less  than  the  recommended  dosages  of 
antibiotics. 

EARLY  SYPHILIS  (primary,  secondary,  latent 
syphilis  of  less  than  one  year's  duration) 

( 1 ) Benzathine  penicillin  G — 2.4  million 
units  total  by  intramuscular  injection  at 
a single  session.  Benzathine  penicillin 
G is  the  drug  of  choice  because  it  pro- 
vides effective  treatment  in  a single 
visit.00  OR 

(2)  Aqueous  procaine  penicillin  G — 4.8  mil- 
lion units  total:  600,000  units  by  intra- 
muscular injection  daily  for  eight  days. 
OR 

(3)  Procaine  penicillin  G in  oil  with  2% 
aluminum  monostearate  ( PAM ) — 4.8 
million  units  total  by  intramuscular  in- 
jection: 2.4  million  units  at  first  visit,  and 
1.2  million  units  at  each  of  two  subse- 
quent visits  three  days  apart.  Although 
PAM  is  used  in  other  countries,  it  is  no 
longer  available  in  the  United  States. 

Patients  who  are  allergic  to  penicillin: 

(1)  Tetracycline  hydrochloride*"*0 — 500  mg 
four  times  a day  by  mouth  for  15  days. 
OR 

‘Reported  by  Venereal  Disease  Control  Division,  Bureau  of 
State  Services,  Center  for  Disease  Control. 

“Italics  indicate  commentary. 

‘“Food  and  some  dairy  products  interfere  with  absorption.  Oral 
forms  of  tetracycline  should  be  given  1 hour  before  or  2 hours 
after  meals. 


(2)  Erythromycin  (stearate,  ethylsuccinate 
or  base ) — 500  mg  four  times  a day  by 
mouth  for  15  days. 

These  antibiotics  appear  to  be  effective  but 
have  been  evaluated  less  extensively  than  peni- 
cillin. 

SYPHILIS  OF  MORE  THAN  ONE  YEAR’S  DURATION 
(latent  syphilis  of  indeterminate  or  more  than  one 
year's  duration,  cardiovascular,  late  benign,  neuro- 
syphilis) 

(1)  Benzathine  penicillin  G — 7.2  million 
units  total:  2.4  million  units  by  intramus- 
cular injection  weekly  for  three  successive 
weeks.  OR 

(2)  Aqueous  procaine  penicillin  G — 9.0  mil- 
lion units  total:  600,000  units  by  intra- 
muscular injection  daily  for  15  days. 

The  optional  treatment  schedules  for  syphilis 
of  greater  than  one  years  duration  have  been  less 
well  established  than  schedules  for  early  syphilis. 
In  general,  syphilis  of  longer  duration  requires 
higher-dose  therapy.  Although  therapy  is  recom- 
mended for  established  cardiovascular  syphilis, 
there  is  little  evidence  that  antibiotics  reverse 
the  pathology  associated  with  this  disease. 

Cerebrospinal  fluid  ( CSF ) examination  is  man- 
datory in  patients  with  suspected,  symptomatic 
neurosyphilis.  This  examination  is  also  desirable 
in  other  patients  with  syphilis  of  greater  than  one 
year’s  duration  to  exclude  asymptomatic  neuro- 
syphilis. 

Published  studies  show  that  a total  of  6.0-9.0 
million  units  of  penicillin  G results  in  a satisfac- 
tory clinical  response  in  approximately  90%  of 
patients  with  neurosyphilis.  There  is  more  pub- 
lished clinical  experience  with  short-acting  peni- 
cillin preparations  than  with  benzathine  penicil- 
lin G.  Some  clinicians  prefer  to  hospitalize  pa- 
tients with  neurosyphilis,  particularly  if  the  pa- 
tient is  symptomatic  or  has  not  responded  to 
initial  therapy.  In  these  instances  they  treat  pa- 


Del  Med  Jrl,  May  1976 — Vol  48,  No  5 


275 


Syphilis-— CDC  Recommended  Treatment  Schedule,  1976 


tients  with  12-24  million  units  of  aqueous  crystal- 
line penicillin  G given  intravenously  each  day 
( 2-4  million  units  every  four  hours ) for  ten  days. 

Patients  who  are  allergic  to  penicillin: 

(1)  Tetracycline  hydrochloride  — 500  mg 
four  times  a day  by  mouth  for  thirty 
days.  OR 

(2)  Erythromycin  (stearate,  ethylsuccinate 
or  base ) — 500  mg  four  times  a day  by 
mouth  for  thirty  days. 

There  are  NO  published  clinical  data  which 
adequately  document  the  efficacy  of  drugs  other 
than  penicillin  for  syphilis  of  more  than  one 
years  duration.  Cerebrospinal  fluid  examina- 
tions are  highly  recommended  before  therapy 
with  these  regimens. 

SYPHILIS  IN  PREGNANCY 
Evaluation  of  Pregnant  Women 

All  pregnant  women  should  have  a nontrepo- 
nemal  serologic  test  for  syphilis,  such  as  the 
VDRL  or  RPR  test,  at  the  time  of  the  first  pre- 
natal visit.  The  treponemal  tests  such  as  the 
FTA-ABS  test  should  not  be  used  for  routine 
screening.  In  women  suspected  of  being  at  high 
risk  for  syphilis,  a second  nontreponemal  test 
should  be  performed  during  the  third  trimester. 
Seroreactive  patients  should  be  expeditiously 
evaluated.  This  evaluation  should  include  a his- 
tory and  physical  examination,  as  well  as  a quan- 
titative nontreponemal  test  and  a confirmatory 
treponemal  test. 

If  the  FTA-ABS  test  is  nonreactive  and  there 
is  no  clinical  evidence  of  syphilis,  treatment  may 
be  withheld.  Both  the  quantitative  nontrepo- 


nemal test  and  the  confirmatory  test  should  be 
repeated  within  four  weeks.  If  there  is  clinical 
or  serologic  evidence  of  syphilis  or  if  the  diag- 
nosis of  syphilis  cannot  be  excluded  with  reason- 
able certainty,  the  patient  should  be  treated  as 
outlined  below. 

Patients  for  whom  there  is  documentation  of 
adequate  treatment  for  syphilis  in  the  past  need 
not  be  retreated  unless  there  is  clinical  or  sero- 
logic evidence  of  reinfection  such  as  darkfield- 
positive lesions  or  a four-fold  titer  rise  of  quanti- 
tative nontreponemal  test. 

A.  For  patients  at  all  stages  of  pregnancy  who  are 
not  allergic  to  penicillin: 

Penicillin  in  dosage  schedules  appropriate 
for  the  stage  of  syphilis  as  recommended  for 
the  treatment  of  nonpregnant  patients. 

B.  For  patients  of  all  stages  of  pregnancy  who  are 
allergic  to  penicillin: 

Erythromycin  (stearate,  ethylsuccinate  or 
base)  in  dosage  schedules  appropriate  for 
the  stage  of  syphilis,  as  recommended  for  the 
treatment  of  nonpregnant  patients.  Although 
these  erythromycin  schedules  appear  safe  for 
mother  and  fetus,  their  efficacy  is  not  well 
established.  Therefore,  the  documentation  of 
penicillin  allergy  is  particularly  important  be- 
fore treating  a pregnant  woman  with  erythro- 
mycin. Erythromycin  estolate  and  tetracy- 
cline are  not  recommended  for  syphilitic  in- 
fections in  pregnant  women  because  of  poten- 
ital  adverse  effects  on  mother  and  fetus. 

Follow-up 

Pregnant  women  who  have  been  treated  for 
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syphilis  should  have  monthly  quantitative  non- 
treponemal  serologic  tests  for  the  remainder  of 
the  current  pregnancy.  Women  who  show  a 
four-fold  rise  in  titer  should  be  retreated.  After 
delivery,  follow-up  is  as  outlined  for  nonpreg- 
nant patients. 

CONGENITAL  SYPHILIS 

Congenital  syphilis  may  occur  if  the  mother 
has  syphilis  during  pregnancy.  If  the  mother  has 
received  adequate  penicillin  treatment  during 
pregnancy,  the  risk  to  the  infant  is  minimal. 
However,  all  infants  should  be  examined  care- 
fully at  birth  and  at  frequent  intervals  thereafter 
until  nontreponemal  serologic  tests  are  negative. 

Infected  infants  are  frequently  asymptomatic 
at  birth  and  may  be  seronegative  if  the  maternal 
infection  occurred  late  in  gestation.  Infants 
should  be  treated  at  birth  if  maternal  treatment 
was  inadequate,  unknown,  with  drugs  other  than 
penicillin,  or  if  adequate  follow-up  of  the  infant 
cannot  be  ensured. 


Infants  with  congenital  syphilis  should  have 
a CSF  examination  before  treatment. 

Infants  with  abnormal  CSF: 

(1)  Aqueous  crystalline  penicillin  G,  50,000 
units/kg  intramuscularly  or  intravenously 
daily  in  two  divided  doses  for  a mini- 
mum of  ten  days.  OR 

(2)  Aqueous  procaine  penicillin  G,  50,000 
units/kg  intramuscularly  daily  for  a mini- 
mum of  ten  days. 

Infants  with  normal  CSF: 

Benzathine  penicillin  G,  50,000  units/kg  intra- 
muscularly in  a single  dose.  Although  benza- 
thine penicillin  has  been  previously  recom- 
mended and  widely  used,  published  clinical  data 
on  its  efficacy  in  congenital  neurosyphilis  are 
lacking.  If  neurosyphilis  cannot  be  excluded, 
the  procaine  or  aqueous  penicillin  regimens  are 
recommended  Since  cerebrospinal  fluid  concen- 
trations of  penicillin  achieved  after  benzathine 
penicillin  are  minimal  to  nonexistent,  these  re- 
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vised  recommendations  seem  more  conservative 
and  appropriate  until  clinical  data  on  the  efficacy 
of  benzathine  penicillin  can  be  accumulated. 
Other  antibiotics  are  not  recommended  for  neo- 
natal congenital  syphilis. 

Penicillin  therapy  for  oongenital  syphilis  after 
the  neonatal  period  should  be  with  the  same 
dosages  used  for  neonatal  congenital  syphilis. 
For  larger  children  the  total  dose  of  penicillin 
need  not  exceed  the  dosage  used  in  adult  syphi- 
lis of  more  than  one  year’s  duration.  After  the 
neonatal  period,  the  dosage  of  erythromycin  and 
tetracycline  for  congenital  syphilitics  who  are 
allergic  to  penicillin  should  be  individualized  but 
need  not  exceed  dosages  used  in  adult  syphilis 
of  more  than  one  year’s  duration.  Tetracycline 
should  not  be  given  to  children  less  than  eight 
years  of  age. 

FOLLOW-UP  AND  RETREATMENT 

All  patients  with  early  syphilis  and  congenital 
syphilis  should  be  encouraged  to  return  for  re- 
peat quantitative  nontreponemal  tests,  three,  six, 
and  12  months  after  treatment.  Patients  with 
syphilis  of  more  than  one  year’s  duration  should 
also  have  a repeat  serologic  test  24  months  after 
treatment.  Careful  follow-up  serologic  testing 
is  particularly  important  in  patients  treated  with 
antibiotics  other  than  penicillin.  Examination 
of  CSF  should  be  planned  as  part  of  the  last 
follow-up  visit  after  treatment  with  alternative 
antibiotics. 

All  patients  with  neurosyphilis  must  be  care- 
fully followed  with  serologic  testing  for  at  least 


three  years.  In  addition,  follow-up  of  these  pa- 
tients should  include  clinical  reevaluation  at  six- 
month  intervals  and  repeat  CSF  examinations, 
particularly  in  patients  treated  with  alternative 
antibiotics. 

The  possibility  of  reinfeotion  should  always  be 
considered  when  retreating  patients  with  early 
syphilis.  A CSF  examination  should  be  per- 
formed before  retreatment  unless  reinfeotion  and 
a diagnosis  of  early  syphilis  can  be  established. 

Retreatment  should  be  considered  when: 

(1)  Clinical  signs  or  symptoms  of  syphilis 
persist  or  recur; 

(2)  There  is  a sustained  four-fold  increase  in 
the  titer  of  a nontreponemal  test: 

( 3 ) An  initially  high-titer  nontreponemal  test 
fails  to  show  a four-fold  decrease  within 
a year. 

Patients  should  be  retreated  with  the  schedules 
recommended  for  syphilis  of  more  than  one  year’s 
duration.  In  general,  only  one  retreatment  course 
is  indicated  beoause  patients  may  maintain 
stable,  low  titers  of  nontreponemal  tests  or  have 
irreversible  anatomical  damage. 

EPIDEMIOLOGIC  TREATMENT 

Patients  who  have  been  exposed  to  infectious 
syphilis  within  the  preceding  three  months  and 
other  patients  who  on  epidemiologic  grounds  are 
at  high  risk  for  syphilis  should  be  treated  as  for 
early  syphilis.  Every  effort  should  be  made  to 
establish  a diagnosis  in  these  cases. 
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DELAWARE  STATE  SENATE 
128  th  GENERAL  ASSEMBLY 
SECOND  SESSION  1976 
HOUSE  BILL  NO.  990 

AN  ACT  TO  AMEND  CHAPTER  17,  TITLE  24, 
DELAWARE  CODE,  RELATING  TO  MEDICINE, 
SURGERY  AND  OSTEOPATHY:  AND  PROVID- 
ING FOR  A DELAWARE  MEDICAL  PRACTICES 
ACT. 

BE  IT  ENACTED  BY  THE  GENERAL  ASSEM- 
BLY OF  THE  STATE  OF  DELAWARE: 

Section  1.  Amend  Chapter  17,  Title  24  of  the 
Delaware  Code  by  striking  Subchapter  I,  Subchapter 
II,  Subchapter  III,  and  Subchapter  IV  of  said  Chap- 
ter, and  substituting  in  lieu  thereof  the  following: 

"CHAPTER  17.  MEDICAL  PRACTICES  ACT 

SUBCHAPTER  I.  LICENSE  REQUIREMENTS 
$1701.  Statement  of  Purpose. 

Recognizing  that  the  practice  of  medicine  is  a 
privilege  and  not  a natural  right  of  individuals,  it  is 
hereby  deemed  necessary  as  a matter  of  policy  in  the 
interests  of  public  health,  safety  and  welfare  to  pro- 
vide laws  and  provisions  covering  the  granting  of 
that  privilege  and  its  subsequent  use  and  control,  and 
to  provide  regulations  to  the  end  that  the  public 
health  shall  be  promoted  and  that  the  public  shall 
be  properly  protected  against  unprofessional,  im- 
proper, unauthorized,  and  unqualified  practice  of 
medicine  and  from  unprofessional  conduct  by  per- 
sons licensed  to  practice  medicine. 

$1702.  License  Requirement  for  Practice  of  Medicine. 

No  person  shall  practice  medicine  in  this  State 
without  having  obtained  from  the  Board  of  Medical 
Practice  a certificate  of  authorization  therefor  and 
a license  therefor  as  provided  in  this  Chapter. 

$1703.  Definition  of  Practice  of  Medicine;  Applica- 
tion of  Chapter. 

(a)  As  used  in  this  Chapter,  "medicine”  means 
the  science  of  restoring  or  preserving  health  and  in- 
cludes medicine,  surgery,  osteopathic  medicine  and 
surgery,  forensic  medicine  and  all  the  respective 
branches  of  the  foregoing. 

(b)  As  used  in  this  Chapter,  "practice  of  medi- 
cine” means  to 


(1)  Establish  an  office  in  furtherance  of  the 
activities  stated  in  paragraphs  (2),  (3)  and  (4) 
of  this  subsection;  or 

(2)  Investigate  or  diagnose  or  offer  to  investi- 
gate or  diagnose  any  physical  or  mental  ailment, 
condition  or  disease  of  any  person,  living  or  dead; 
or 

(3)  Sell  or  give  to,  suggest,  recommend,  pre- 
scribe or  direct  for  the  use  of  any  person,  any 
drug,  surgery,  medicine,  appliance  or  other  agent, 
for  the  prevention,  cure  or  relief  of  any  ailment 
or  disease  of  the  mind  or  body  or  any  symptom 
thereof,  or  for  the  cure  or  relief  of  any  wound, 
fracture,  bodily  injury,  or  deformity. 

(4)  Hold  oneself  out  in  any  manner  as  engaged 
in  the  practice  of  medicine  or  to  use  in  connection 
with  his  name,  the  words  or  letters,  Dr.,  Doctor, 
M.D.,  D.O.,  Healer,  or  any  other  title,  word,  letter 
or  designation  which  may  imply  or  designate  one 
engaged  in  the  practice  of  medicine. 

(c)  As  used  in  this  Chapter,  the  'unauthorized 
practice  of  medicine’  shall  refer  to  the  practice  of 
medicine  as  defined  in  subsection  (b)  of  this  section 
by  persons  not  permitted  to  perform  any  of  the  acts 
set  forth  in  said  subsection. 

(d)  This  Chapter  shall  not  apply  to: 

(1)  The  administration  of  first  aid  in  case  of 
emergency  or  of  domestic  or  family  remedies  in 
case  of  emergency;  or 

( 2 ) Physicians  of  any  civilian  or  military  branch 
of  the  United  States  Government  in  the  discharge 
of  their  official  duties;  or 

(3)  Physical  therapists,  psychologists,  optome- 
trists, pharmacists,  chiropractors,  cosmetologists, 
chiropodists  and/or  podiatrists,  veterinarians,  bar- 
bers, dentists,  oral  hygienists,  professional  nurses  or 
practical  nurses. 

(e)  Nothing  contained  in  this  Chapter  shall  pre- 
vent 

(1)  The  mechanical  application  of  glasses,  or 

(2)  A person  who  has  earned  a doctorate  degree 
from  a recognized  college  or  university  from  using 
the  letters  'Dr.’  in  connection  with  his  name  or 
from  calling  himself  Doctor,  except  in  matters  re- 
lated to  medicine  or  health,  and  in  such  matters 
the  type  of  doctorate  held  shall  be  specified;  or 

(3)  The  practice  of  massage;  or 

(4)  The  practice  of  ritual  circumcision  per- 
formed pursuant  to  the  requirements  or  tenets  of 
any  religion;  provided,  however,  that  a person 
licensed  to  practice  medicine  in  this  State  shall 
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have  certified  in  writing  to  the  Board  that  in  his 
opinion  the  practitioner  has  sufficient  knowledge 
and  competence  to  perform  such  procedures  ac- 
cording to  accepted  medical  standards,  and  shall 
not  have  withdrawn  such  certification;  or 

(5)  The  business  of  manicuring;  or 

(6)  The  practice  of  healing  by  spiritual  means 
in  accordance  with  the  tenets  and  practice  of  any 
church  or  religious  denomination  by  a duly  ac- 
credited practitioner  thereof.  In  the  practice  of 
healing  by  spiritual  means,  no  individual  shall  use 
medical  titles  or  any  other  designations  which  im- 
ply or  designate  him  as  licensed  to  practice  medi- 
cine or  surgery  in  this  State.  A person  engaged  in 
the  practice  of  healing  by  spiritual  means  shall  not 
perform  surgical  operations,  nor  shall  he  prescribe 
medications,  nor  shall  any  pharmacist  or  pharmacy 
honor  any  prescriptions  drawn  by  such  a person;  or 

(7)  Any  person  from  rendering  medical,  sur- 
gical, or  health  services,  if  such  services  are  ren- 
dered by  such  person  under  the  supervision  and 
control  of  a physician  or  surgeon,  licensed  under 
this  Chapter.  Nothing  herein  shall  be  construed 
to  change  or  modify  legitimate  practices  currently 
prevailing  in  the  practice  of  optometry  or  ophthal- 
mology. 

(f)  Whenever  any  law,  rule  or  regulation  of  this 
State  or  subdivision  thereof  requires  the  services  or 
qualifications  of  a licensed  physician  or  surgeon, 
such  requirement  shall  be  met  by  any  person  licensed 
to  practice  medicine  under  this  Chapter. 

(g)  The  confidential  relations  and  communications 
between  a physician  registered  under  provisions  of 
this  Chapter  and  his  patient  are  placed  on  the  same 
basis  as  those  provided  by  law  between  attorney  and 
client,  and  nothing  in  this  subchapter  shall  be  con- 
strued to  require  any  such  privileged  communications 
to  be  disclosed  except  as  provided  for  by  law. 

(h)  If  any  clause,  paragraph,  section  or  part  of 
this  law  is  declared  unconstitutional  by  a court  of 
competent  jurisdiction,  such  judgment  shall  not  af- 
fect, impair,  or  invalidate  the  whole  or  any  other 
portion  of  this  law. 

SUBCHAPTER  II.  THE  BOARD  OF  MEDICAL 
PRACTICE 

$1710.  Composition  of  Board. 

(a)  The  Board  of  Medical  Practice,  hereafter  in 
this  Chapter  referred  to  as  the  "Board",  is  hereby 
established  as  the  sole  competent  authority  in  this 
State  to  issue  certificates  to  practice  medicine  and 
shall  be  the  supervisory,  regulatory  and  disciplinary 
body  for  the  practice  of  medicine  in  this  State. 

(b)  The  Board  shall  consist  of  thirteen  (13)  vot- 
ing members,  six  (6)  of  whom  shall  be  persons 
licensed  to  practice  medicine  in  this  State  (except 


osteopathic  physicians)  who  have  their  primary  place 
of  practice  of  medicine  in  New  Castle  County,  two 
(2)  of  whom  shall  be  persons  licensed  to  practice 
medicine  in  this  State  (except  osteopathic  physicians) 
who  have  their  primary  place  of  practice  of  medicine 
in  Kent  County,  two  (2)  of  whom  shall  be  persons 
licensed  to  practice  medicine  in  this  State  (except 
osteopathic  physicians)  who  have  their  primary  place 
of  practice  of  medicine  in  Sussex  County,  one  (1) 
from  among  all  osteopathic  physicians  licensed  to 
practice  medicine  in  this  State,  and  two  (2)  lay  per- 
sons not  licensed  in  any  health  related  field  and  not 
licensed  to  practice  law. 

(c)  The  Governor  shall  appoint  the  members  of 
such  Board  of  Medical  Practice  from  the  list  of  resi- 
dent members  submitted  by  the  Medical  Society  of 
Delaware,  to  the  Governor  by  January  first  of  each 
year  under  the  seal  and  signed  by  the  Secretary  of 
the  Society,  and,  from  the  list  of  resident  members 
submitted  by  the  Delaware  State  Osteopathic  Medical 
Society,  which  list  shall  be  transmitted  to  the  Gov- 
ernor by  January  first  of  such  year,  under  the  seal 
and  signed  by  the  Secretary  of  the  Society,  when  the 
term  of  the  osteopathic  physician  member  is  expiring. 
Such  lists  shall  contain  five  names  for  each  anticipated 
vacancy.  The  Governor  shall  appoint  a Board  of 
Medical  Practice  from  the  list  of  nominees  and 
further,  shall  appoint  two  lay  members  as  provided 
in  (b)  of  this  subsection.  In  case  of  the  failure  of 
the  Societies  to  submit  the  lists,  the  Governor  shall 
appoint  licensed  physicians  or  osteopathic  physicians 
of  his  choice,  adhering  to  the  prescribed  representa- 
tion ratio  as  set  forth  in  subparagraph  (b)  of  this 
Section. 

(d)  The  original  Board  shall  be  appointed  by  the 
Governor  in  a timely  fashion  from  a list  of  thirty 
(30)  names,  from  the  list  of  resident  members  sub- 
mitted by  the  Medical  Society  of  Delaware,  eighteen 
(18)  of  whom  shall  be  persons  licensed  to  practice 
medicine  in  this  State  (except  osteopathic  physicians) 
who  have  their  primary  place  of  practice  in  New 
Castle  County,  six  (6)  of  whom  shall  be  persons  li- 
censed to  practice  medicine  in  this  State  (except  os- 
teopathic physicians)  who  have  their  primary  place  of 
practice  in  Kent  County,  six  (6)  of  whom  shall  be 
persons  licensed  to  practice  medicine  in  this  State  (ex- 
cept osteopathic  physicians)  who  have  their  primary 
place  of  practice  of  medicine  in  Sussex  County,  and 
from  a list  of  three  (3)  names  from  the  list  of  resi- 
dent members  submitted  by  the  Delaware  Osteopathic 
Medical  Society,  from  among  all  osteopathic  physi- 
cians licensed  to  practice  medicine  in  this  State.  The 
original  Board  shall  consist  of  six  (6)  persons  licensed 
to  practice  medicine  (except  osteopathic  physicians) 
in  New  Castle  County;  two  (2)  persons  licensed  to 
practice  medicine  (except  osteopathic  physicians)  in 
Kent  County,  two  (2)  persons  licensed  to  practice 
medicine  (except  osteopathic  physicians)  in  Sussex 
County,  one  (1)  person  from  among  all  osteopathic 
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physicians  licensed  to  practice  medicine  in  this  State, 
and  two  (2)  lay  persons. 

(e)  The  members  of  the  Board  shall  be  divided  into 
three  classes:  the  first  class  shall  be  composed  of  four 
(4)  members,  two  (2)  of  whom  shall  be  physicians 
who  have  their  principal  practice  in  New  Castle 
County,  one  (1)  of  whom  shall  be  a physician  who 
has  his  principal  practice  in  Kent  County,  and  one 

(1)  of  whom  shall  be  a lay  person,  whose  term  of 
office  shall  expire  March  1 next  ensuing  after  the 
initial  appointment;  the  second  class  shall  be  com- 
posed of  five  (5)  members,  two  (2)  of  whom  shall 
be  physicians  who  have  their  principal  practice  in 
New  Castle  County,  one  (1)  of  whom  shall  be  a 
physician  who  has  his  principal  practice  in  Sussex 
County,  one  (1)  of  whom  shall  be  an  osteopathic 
physician  practicing  in  the  State  of  Delaware,  and 
one  (1)  of  whom  shall  be  a lay  person,  whose  term 
of  office  shall  expire  two  (2)  years  after  the  initial 
appointment;  and  the  third  class  shall  be  composed 
of  four  (4)  members,  two  (2)  of  whom  shall  be 
physicians  who  have  their  principal  practice  in  New 
Castle  County,  one  ( 1 ) of  whom  shall  be  a physician 
who  has  his  principal  practice  in  Kent  County,  and 
one  (1)  of  whom  shall  be  a physician  who  has  his 
principal  practice  in  Sussex  County,  whose  term  of 
office  shall  expire  three  years  after  the  initial  appoint- 
ment. At  each  annual  appointment  held  after  the 
initial  classification  and  appointment,  members  shall 
be  chosen  for  a full  three  year  term  to  succeed  those 
whose  terms  expire.  The  term  of  office  shall  become 
effective  March  1 of  the  year  of  such  appointment. 

(f)  The  President  Judge  of  the  Superior  Court 
also  shall  be  a member  of  the  Board,  but  shall  be 
without  vote. 

(g)  Each  one  of  the  physician  appointees  must  be 
a registered  physician  in  good  standing,  and  shall 
have  practiced  medicine  or  surgery  under  the  laws 
of  this  State  for  a period  of  not  less  than  five  years 
prior  to  such  appointment. 

(h)  The  Governor  shall  fill  vacancies  occuring  for 
any  reason  other  than  expiration  of  term,  for  unex- 
pired terms  of  such  members,  from  the  most  recent 
submitted  lists,  and  may  remove  any  member  of  such 
Board  for  continued  neglect  of  the  duties  required  by 
this  Chapter,  or  on  recommendation  of  the  appropri- 
ate medical  society  for  unprofessional  or  dishonorable 
conduct. 

(i)  No  member  of  the  Board  may  serve  more  than 
four  full  terms,  which  will  not  be  diminished  by  ser- 
ving an  unexpired  term  as  provided  in  51710  (h) 
above,  or  be  appointed  after  he  has  reached  the  age 
of  65. 

(j)  The  terms  of  present  members  of  the  Board  of 
Medical  Examiners  shall  terminate  upon  the  appoint- 
ment of  the  new  members  of  the  Board  of  Medical 
Practice. 


51711.  Organization. 

(a)  The  Board  shall  organize  annually  within 
thirty  days  of  its  election  and  shall  elect  from  its 
members  a President,  a Secretary,  and  a Treasurer 
and  such  other  officers  as  it  may  deem  necessary, 
two  (2)  of  whom  may  be  the  same  person. 

(b)  The  Board  shall  establish  and  maintain  an 
office  within  this  State. 

(c)  Meetings  of  the  Board  shall  be  held  at  least 
four  (4)  times  a year  at  such  place  or  places  as  the 
Board  may  otherwise  from  time  to  time  determine  by 
a two-thirds  vote  of  all  Board  members  present  at  a 
meeting  where  patient  records  are  to  be  discussed  or 
at  a meeting  where  any  one  or  more  of  the  following 
duties  of  th  Board  are  to  be  discharged. 

(1)  Investigating  the  character  of  an  applicant 
for  a certificate  to  practice  medicine; 

(2)  Investigating  any  charges  of  unprofessional 
conduct; 

(3)  Investigating  complaints  and  charges  of 
physical  or  mental  illness  or  excessive  use  or  abuse 
of  drugs,  including  alcohol,  resulting  in  inability 
to  practice  medicine  with  reasonable  skill  and 
safety;  or 

(4)  Suspension,  revocation  or  reinstatement  of 
any  certificate  to  practice  medicine. 

51712.  Quorum. 

(a)  Seven  members  of  the  Board  entitled  to  vote 
shall  constitute  a quorum  for  the  transaction  of 
business  with  five  affirmative  votes  being  required  to 
transact  ordinary  day-to-day  operations. 

(b)  The  affirmative  vote  of  at  least  nine  members 
of  the  Board  entitled  to  vote,  taken  at  a meeting  at 
which  a quorum  is  present,  shall  be  required  to  adopt 
any  regulation  which  could  deprive  a physician  of 
his  license;  or  to  issue,  deny,  revoke  or  suspend  any 
certificate  to  practice  medicine;  or  to  take  any  dis- 
ciplinary action  against  any  person. 

51713.  Compensation;  Receipts  and  Disbursements. 

(a)  Each  member  of  the  Board  shall  receive  fifty 
dollars  ($50.00)  per  diem  when  actually  attending 
meetings  of  the  Board  or  working  under  its  direction; 
and  in  addition  thereto  shall  be  reimbursed  for  actual 
expenses  necessarily  incurred  in  carrying  out  the 
duties  of  the  Board. 

(b)  All  fees  and  other  money  received  by  the 
Board  shall  be  paid  over  to  the  State  Treasurer,  in 
accordance  with  Chapter  61  of  Title  29. 

(c)  All  expenses  of  the  Board  and  its  members, 
within  the  limits  of  appropriations  made  to  it,  shall 
be  paid  by  the  State  Treasurer  upon  warrants  signed 
by  the  proper  officers  of  the  Board. 
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SUBCHAPTER  III.  LICENSING  OF  PHYSI- 
CIANS 

^1720.  Qualifications  Required. 

(a)  Any  person  not  having  a certificate  to  prac- 
tice medicine  in  this  State,  and  desiring  to  have  such 
a certificate,  must: 

(1)  Be  a citizen  of  the  United  States,  or  have 
filed  a petition  for  naturalization,  or  be  a lawful 
permanent  alien  resident  of  the  United  States. 

(2)  Have  a working  ability  to  read,  write,  speak 
and  understand  and  be  understood  in  the  English 
language. 

(3)  Have  received  the  degree  of  "Doctor  of  Medi- 
cine” or  "Doctor  of  Osteopathy”  from  a legally 
incorporated  college  or  school  approved  by  the 
Board,  or  recognized  by  the  American  Osteopathic 
Association  or  by  the  American  Medical  Associa- 
tion as  of  the  time  the  degree  was  conferred;  or 
if  a graduate  of  a medical  college  or  school  other 
than  one  in  the  United  States  or  Canada,  have  suc- 
cessfully passed  the  examination  by  the  Educational 
Council  for  Foreign  Medical  Graduates. 

(4)  Have  satisfactorily  completed  internship,  or 
an  equivalent  training  in  an  institution,  which 
internship,  training  and/or  institution  shall  have 
been  approved  by  the  Board. 

(5)  Submit  to  the  Board  a sworn  statement  by 


the  applicant  that  he  has  not  been  convicted  of  a 
felony,  been  professionally  penalized  or  convicted 
of  drug  addiction,  violated  the  Medical  Practice 
Act  of  another  State,  engaged  in  the  practice  of 
medicine  without  a license,  prescribed  narcotic 
drugs  unlawfully,  willfully  violated  the  confidence 
of  a patient,  or  has  been  professionally  penalized  or 
convicted  of  fraud. 

(6)  Submit  to  the  Board  a sworn  statement  by 
the  applicant  that  he  or  she  is  at  the  time  of  ap- 
plication physically  and  mentally  capable  of  en- 
gaging in  the  practice  of  medicine  according  to 
generally  accepted  standards  and  submit  to  such 
examination  as  the  Board  may  deem  necessary  to 
determine  such  capability. 

(7)  Pass  the  professional  examination  (unless 
excepted  under  $1725  or  waived  as  provided  here- 
in) administered  by  the  Board  under  51721  below. 

(b)  Each  person  desiring  to  practice  medicine  in 
this  State  shall  submit  to  the  Board  an  application  in 
writing  in  such  form  as  shall  be  required  by  the 
Board. 

(c)  Eac.<  pi.  '.ant  shall  satisfy  the  Board  of  com- 
pliance w..n  i\e  requirements  of  subsection  (a) 
above,  in  such  form  and  manner  as  the  rules  and 
regulations  published  by  the  Board  shall  require. 
Upon  the  applicant’s  so  satisfying  the  Board  and  upon 
payment  of  such  fee  as  shall  be  required  by  the  rules 
and  regulations  of  the  Board  the  Board  (unless  an  ex- 
ception in  51725  applies)  shall  administer  to  the 
applicant  an  examination  under  51721. 

(d)  The  Board  of  Medical  Practice  may  waive  any 
of  the  above  provisions  by  unanimous  vote  of  the 
entire  Board,  with  an  explanation  recorded  in  the 
minutes. 

51721.  Professional  Examinations. 

(a)  The  Board  shall  conduct  examinations  of  ap- 
plicants for  a certificate  to  practice  medicine  in  ac- 
cordance with  rules  and  regulations  prescribed  and 
published  by  the  Board.  Such  examination  shall  be 
given  at  least  twice  each  year,  or  more  often  as  the 
Board  shall  determine.  Examinations  shall  be  given 
in  such  a way  that  the  persons  grading  examination 
papers  shall  have  no  knowledge  of  the  identity  of  the 
individual  being  examined. 

(b)  The  examination  shall  be  in  the  English  lan- 
guage, shall  be  comprehensive  in  character  and  de- 
signed to  determine  the  applicant’s  fitness  to  practice 
medicine  and  shall  cover  those  general  subjects  and 
topics,  a knowledge  of  which  is  commonly  and  gen- 
erally required  of  candidates  for  the  degree  of  Doctor 
of  Medicine  and  Doctor  of  Osteopathy  conferred  by 
approved  colleges  or  schools  in  the  United  States. 

(c)  After  examination,  the  Board  shall  promptly 
determine  whether  or  not  each  applicant  has  passed 
the  examination. 


286 


Del  Med  Jrl,  May  1976 — Vol  48,  No  5 


Medical  Practices  Act 


(d)  The  Board  shall  determine  by  regulation  the 
number  of  times  and  conditions  under  which  an  ap- 
| plicant  who  has  failed  one  or  more  examinations  may 
again  apply  for  a certificate  to  practice  medicine 
under  this  Chapter. 

§1722.  Certificate  to  Practice;  Resignation;  Annual 
Renewal  of  Registration;  Fees  Therefor. 

(a)  The  Secretary  of  the  Board  shall  issue  to  each 
applicant  who  shall  have  successfully  passed  the  ex- 
amination, a notice  to  that  effect.  Upon  payment 

I of  a biennial  fee  of  $30.00  by  such  applicant  to  the 
Board,  the  Board  shall  forthwith  issue  to  such  appli- 
cant a certificate  stating  that  such  applicant  is  au- 
thorized to  practice  medicine  in  this  State  (herein- 
after referred  to  as  "certificate  to  practice  medi- 
i cine”). 

(b)  The  Board  shall  keep  a current  register  of  all 
persons  authorized  to  practice  medicine  in  this  State 
and  of  all  certificates  issued  by  it  under  this  section. 

(c)  Each  person  to  whom  a certificate  to  practice 
medicine  in  this  State  has  been  granted,  and  who 
desires  to  continue  to  be  authorized  to  practice  medi- 
cine in  this  State,  shall  procure  from  the  Board  at 

[ intervals  established  pursuant  to  29  Del.  C.  §79 04 
(d),  (1)  a certificate  to  practice  medicine,  and 
pay  to  the  Board  therefor  a renewal  fee  of  $30.00 
per  biennium. 

I $1723.  Notice  of  Certificates  to  Division  of  Public 
Health  of  the  Department  of  Health  and 
Social  Services. 

(a)  The  Secretary  of  the  Board  shall,  immediately 
upon  issuing  a certificate  to  practice  medicine,  notify 
the  director  of  the  Division  of  Public  Health  of  the 
Department  of  Health  and  Social  Services  of  such 
issuance,  giving  to  the  Division  of  Public  Health  the 
full  name  and  address  of  the  person  to  whom  such 
certificate  was  issued,  and  the  date  thereof  and,  in 
case  of  a temporary  certificate,  the  length  of  time 
for  which  the  certificate  authorizes  practice,  and 
limitation  on  the  authorization,  if  any. 

$1724.  State  License. 

(a)  The  State  Department  of  Finance  shall  issue 
a license,  signed  by  the  Director  of  Revenue  and  cer- 
tifying that  the  licensee  is  licensed  to  practice  medi- 
cine in  this  State  in  conformity  with  the  laws  hereof, 
to  any  person  who  presents  to  the  Director  of  Reve- 
nue a current  certificate  to  practice  medicine  issued 
by  the  Board  as  provided  in  this  subchapter  together 
with  payment  of  all  applicable  state  fees  and  taxes. 
No  person  shall  practice  medicine  in  this  State  with- 
out having  obtained  a license  therefor  as  provided  in 
this  subchapter;  provided,  however,  that  a temporary 
license  shall  be  issued  to  any  person  presenting  to 
the  Director  of  Revenue  a current  temporary  certifi- 
cate to  practice  medicine,  together  with  payment  of 
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any  State  license  fee,  such  temporary  license  to  be 
valid  for  the  same  length  of  time  as  is  the  temporary 
certificate. 

51725.  Exceptions  to  Examinations. 

(a)  Under  such  rules  and  regulations  as  the  Board 
may  adopt,  the  examination  required  for  a certificate 
to  practice  medicine  may  be  waived  by  the  Board  in 
the  following  cases: 

( 1 ) A person  who  is  licensed  or  otherwise  legally 
qualified  to  practice  medicine  in  any  State  of  the 
United  States  or  other  jurisdiction  of  their  discre- 
tion may  be  issued  a certificate  to  practice  medicine 
for  not  less  than  two  weeks  nor  more  than  three 
months  for  the  purpose  of  taking  charge  of  the 
practice  of  a person  licensed  to  practice  medicine 
in  this  State  during  a temporary  illness  or  absence 
from  this  State.  The  Board  may,  in  its  discretion, 
extend  the  temporary  certificate  for  an  additional 
three  months,  but  not  longer.  Such  certificate 
shall  be  issued  upon  the  written  request  to  the 
Board  of  the  person  licensed  to  practice  medicine 
in  this  State,  and  upon  the  payment  to  the  Board 
of  a fee  of  $25.00.  The  written  request  shall  con- 
tain a certification  that  the  purpose  of  the  tempor- 
ary certificate  is  to  take  charge  of  the  practice  of 
the  person  licensed  to  practice  medicine  in  this 
State  during  a temporary  illness  or  absence  from 
the  State. 

(2)  A person  who  is  employed  in  this  State  as 
an  intern,  resident,  house  physician  or  fellow  in 
any  hospital  accredited  by  the  Joint  Commission 
on  the  Accreditation  of  Hospitals  or  the  American 
Osteopathic  Hospital  Association  or  who  is  a staff 
physician  employed  in  any  governmental  institu- 
tion, may  be  given  a certificate  to  practice  medi- 
cine for  a period  of  time  not  to  exceed  the  length 
of  time  of  employment  in  such  hospital  or  govern- 
mental institution,  but  such  certificate  shall  be 
subject  to  yearly  renewal  pursuant  to  Section  1722 
(c)  above  and  shall  limit  such  practice  to  the  hos- 
pital or  institution  where  such  person  is  employed. 

(3)  A person  licensed  to  practice  medicine  by 
competent  authority  in  any  of  the  United  States 
or  any  other  jurisdiction  approved  by  the  Board. 

(4)  A person  who  has  satisfactorily  passed  the 
examination  given  by  the  National  Board  of  Medi- 
cal Examiners,  or  the  National  Board  of  Examiners 
for  Osteopathic  Physicians  and  Surgeons. 

(b)  When  a temporary  certificate  is  issued  and  a 
license  obtained,  the  physician  receiving  such  cer- 
tificate shall  have  authority  to  practice  medicine  in 
this  State  for  the  time  and  under  the  conditions 
specified  in  the  temporary  certificate. 

51726.  Consulting  Physicians  from  Other  States. 

(a)  The  provisions  of  this  Chapter  shall  not  pre- 
vent persons  who  are  licensed  to  practice  medicine  in 
any  of  the  United  States,  or  a foreign  country,  from 


coming  into  this  State  in  consultation  with  any  per- 
son licensed  to  practice  medicine  in  this  State. 

(b)  The  provisions  of  this  Chapter  shall  not  pre-  1 
vent  a person  licensed  to  practice  medicine  in  any 
state  of  the  United  States  contiguous  to  Delaware 
and  actively  practicing  medicine  in  such  state,  from 
practicing  medicine  within  this  State,  subject  to 
limitations  and  conditions  set  by  the  Board,  but  no 
such  person  shall  establish  an  office  for  the  practice 
of  medicine  in  this  State  without  obtaining  a license. 

§1727.  Temporary  Certificate  in  Emergency. 

(a)  The  Board  may  issue  temporary  emergency 
certificates  to  practice  medicine,  said  temporary  cer- 
tificates to  be  limited  to  twelve  months’  duration, 
but  renewable  at  the  discretion  of  the  Board,  to  such 
persons  as  it  finds  qualified  to  practice  medicine  in 
this  State  during  a public  emergency  directly  relating 
to  the  availability  of  and  the  need  for  medical  prac- 
titioners declared  by  the  President  of  the  United 
States,  the  Governor  of  the  State  of  Delaware,  or  by 
the  unanimous  vote  of  the  entire  Board.  The  holder 
of  any  such  temporary  certificate,  when  licensed  by 
the  Director  of  Revenue  as  provided  in  51724  of  this 
Chapter  may,  during  the  term  specified  therein,  un- 
less sooner  revoked,  practice  medicine  in  this  State, 
subject  to  all  the  laws  of  this  State  and  to  such  regu- 
lations, restrictions,  as  the  Board  may  make.  In  issuing 
such  a temporary  certificate,  the  Board  may  make 
such  regulations  or  restrictions  as  it  deems  best,  in- 
cluding but  not  limited  to,  area  limitations  on  the 
practice  of  the  holder  of  a temporary  certificate  and 
the  nature  of  his  practice  within  the  State. 

51728.  Duty  to  Report. 

(a)  It  shall  be  the  duty  of  every  person  to  whom 
a license  is  issued  to  practice  medicine  and  surgery  in 
this  State  to  report  to  the  Board  that  he  is  treating 
professionally  any  person  to  whom  a certificate  is 
issued  to  practice  medicine  and  surgery  for  any  con- 
dition as  defined  in  51731  (c)  of  Subchapter  IV  if, 
in  his  opinion,  the  person  so  treated  may  be  unable 
to  practice  medicine  and  surgery  with  reasonable 
skill  or  safety.  Such  report  shall  be  written  and 
shall  provide  the  name  and  address  of  the  person 
treated,  the  exact  condition  found,  and  an  opinion  of 
whether  or  not  action  should  be  taken  under  Sub- 
chapter IV.  Any  person  so  reporting  to  the  Board 
or  testifying  in  any  proceedings  as  a result  of  such 
report  shall  not  be  subject  to,  and  shall  be  immune 
from,  claim,  suit,  liability,  damages  or  any  other 
recourse,  civil  or  criminal,  so  long  as  such  person 
acted  in  good  faith  and  without  malice,  good  faith 
being  presumed  until  proven  otherwise,  with  malice 
required  to  be  shown  by  the  complainant. 

(b)  It  shall  be  the  duty  of  every  person  to  whom 
a certificate  is  issued  to  practice  medicine  and  surgery 
to  report  within  thirty  (30)  days  to  the  Board  any 
changes  in  hospital  privileges  as  a result  of  disciplin- 
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ary  action  taken  by  hospitals  or  disciplinary  action 
taken  by  medical  societies  against  him. 

(c)  It  shall  be  the  duty  of  every  person  to  whom 
a certificate  is  issued  to  practice  medicine  and  surgery 
in  this  State  to  report  to  the  Board  information  con- 
cerning medical  malpractice  claims  settled  or  adjudi- 
cated to  final  judgment  as  provided  in  Chapter  68, 
Title  18. 

SUBCHAPTER  IV.  PROCEEDINGS  OF  THE 

BOARD 

$1730.  Powers  and  Duties. 

(a)  The  Board  shall  have  the  following  powers  and 
duties  in  addition  to  the  other  powers  and  duties  set 
forth  in  this  Chapter. 

(1)  To  investigate  the  character  of  all  appli- 
cants for  a certificate  to  practice  medicine  to  de- 
termine whether  or  not  he  or  she  has  previously 
engaged  in  unprofessional  conduct  defined  in 
$1731,  and  whether  he  or  she  is  physically  and 
mentally  capable  of  engaging  in  the  practice  of 
medicine  with  safety  to  the  public. 

(2)  To  conduct  such  examinations  as  it  deems 
necessary  and  proper,  not  inconsistent  with  the 
laws  of  this  State  and  of  the  United  States,  to 
determine  the  professional  qualifications  of  those 
persons  who  apply  for  certificates  to  practice  medi- 
cine in  this  State. 

(3)  To  investigate  complaints  and  charges  of 
unprofessional  conduct  respecting  any  holder  of  a 
certificate  to  practice  medicine. 

(4)  To  investigate  complaints  and  charges  of 
the  inability  of  a person  to  practice  medicine  and 
surgery  with  reasonable  skill  or  safety  to  patients 
by  reason  of  incompetence,  or  of  mental  illness, 
or  mental  incompetence,  or  physical  illness,  in- 
cluding but  not  limited  to  deterioration  through 
the  aging  process,  or  loss  of  motor  skill,  or  excessive 
use  or  abuse  of  drugs,  including  alcohol. 

(3)  To  investigate  complaints  of  unauthorized 
practice  of  medicine. 

(6)  In  accordance  with  the  provisions  of  this 
subchapter,  to  levy  fines  not  to  exceed  one  thou- 
sand dollars  ($1000),  or  to  restrict,  revoke,  or 
suspend  or  reinstate  any  certificate  to  practice 
medicine. 

(7)  To  employ  necessary  stenographic  or  clerical 
help. 

(8)  To  administer  oaths  and  to  compel  the  at- 
tendance of  witnesses  and  the  production  of  docu- 
ments by  the  filing  of  a praecipe  for  a subpoena 
with  the  Prothonotary  of  any  County  of  this 
State,  said  subpoena  to  be  effective  throughout  the 
entire  State,  service  of  such  subpoena  to  be  made  by 
any  sheriff  of  this  State.  Failure  to  obey  a subpoena 
shall  be  punishable  according  to  the  Rules  of  the 
Superior  Court. 

(9)  To  receive  information  regarding  changes 
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in  hospital  privileges  as  a result  of  disciplinary  ac- 
tion taken  by  hospitals  or  disciplinary  action  taken 
by  medical  societies  against  any  physician  and  act 
thereon  as  provided  in  (10)  below. 

(10)  To  reprimand,  censure  publicly  or  pri- 
vately, or  take  other  appropriate  disciplinary  action 
with  respect  to  any  person  authorized  to  practice 
medicine  in  this  State. 

(11)  To  take  or  cause  depositions  to  be  taken 
as  needed  in  any  investigation,  hearing  or  pro- 
ceeding. 

(12)  To  hold  hearings  pursuant  to  the  provisions 
of  this  subchapter. 

(13)  To  promulgate  rules  and  regulations  not 
inconsistent  with  this  Chapter  or  other  laws  of  this 
State  for  the  carrying  out  of  the  powers  and  duties 
required  by  this  subchapter.  All  such  rules  and 
regulations  shall  be  published  and  available  to  any- 
one who  desires  to  see  them. 

(14)  By  resolution  passed  by  a majority  of  the 
members  of  the  Board,  to  designate  one  or  more 
committees,  each  committee  to  include  one  or  more 
of  the  members  of  the  Board  and  such  other  per- 
son or  persons  as  may  be  appropriate.  Unless 
specific  vote  of  the  Board  is  required  by  this  Chap- 
ter, each  such  committee  may  have  and  exercise 
all  powers  and  authority  of  the  Board  delegated 
to  it  by  the  Board,  provided,  however,  that  no  such 
committee  shall  have  the  power  or  authority  to 
fine  or  to  refuse,  grant,  restrict,  revoke  or  suspend 
or  reinstate  a certificate  of  authority  to  practice 
medicine. 

(15)  To  designate  such  of  the  records  of  the 
Board  as  the  Board  may  deem  proper  to  constitute 
confidential  records  of  the  Board  which  shall  not 
constitute  public  records  or  be  available  for  general 
inspection  by  the  public,  such  designation  or  desig- 
nations as  made  from  time  to  time  by  the  Board 
to  be  effective  as  if  constituting  a specific  exemp- 
tion from  disclosure  by  statute. 

(A)  Every  member  of  the  Board  and  any  com- 
mittees appointed  thereby  shall  not  be  subject  to, 
and  shall  be  immune  from,  claim,  suit,  liability, 
damages  or  any  other  recourse,  civil  or  criminal, 
arising  from  any  act  or  proceeding,  decision  or 
determination  undertaken  so  long  as  such  mem- 
ber acted  in  good  faith  and  without  malice,  good 
faith  being  presumed  until  proven  otherwise, 
with  malice  required  to  be  shown  by  the  com- 
plainant. 

(B)  No  member  of  the  Board  shall  in  any 
manner  whatsoever  discriminate  against  any  ap- 
plicant or  person  holding  or  applying  for  a cer- 
tificate to  practice  medicine  by  reason  of  sex, 
race,  color,  creed  or  national  origin. 

SUBCHAPTER  V:  PROFESSIONAL  REGULA- 
TION 

$1731.  Unprofessional  Conduct  and  Inability  to 

Practice  Medicine  and  Surgery. 


(a)  Any  person  to  whom  a certificate  to  practice 
medicine  and  surgery  in  this  State  has  been  issued  may 
be  disciplined  by  the  Board,  by  means  of  fine,  restric- 
tion, revocation  or  suspension,  either  permanently  or 
temporarily,  of  his  certificate  of  authorization,  or 
other  action  deemed  appropriate  by  the  Board,  for 
unprofessional  conduct  as  defined  in  subsection  (b). 

(b)  Unprofessional  conduct  is  hereby  defined  as 
any  of  the  following  acts: 

( 1 ) Use  of  any  false,  fraudulent  or  forged  state- 
ment or  document  or  use  of  any  fraudulent,  deceit- 
ful, dishonest  or  immoral  practice  in  connection 
with  any  certification  or  licensing  requirements  of 
this  Act; 

(2)  Conviction  of  a felony; 

(3)  Any  dishonorable  or  unethical  conduct 
likely  to  deceive,  defraud  or  harm  the  public; 

(4)  Practice  of  medicine  under  a false  or  as- 
sumed name; 

(5)  Practice  of  medicine  without  a license  un- 
less authorized  by  this  Act; 

(6)  Use,  distribution  or  prescription  for  use  of 
dangerous  or  narcotic  drugs  other  than  for  thera- 
peutic or  diagnostic  purposes; 

(7)  Advertising  of  the  practice  of  medicine  in 
any  unethical  or  unprofessional  manner; 

(8)  Solicitation  or  acceptance  of  a fee  from  a 
patient  or  other  person  by  fraudulent  representa- 
tion that  a manifestly  incurable  condition,  as  de- 
termined with  reasonable  medical  certainty,  can  be 
permanently  cured; 

(9)  Knowing  or  intentional  performance  of  any 
act  which,  unless  authorized  by  this  Act,  assists 
an  unlicensed  person  to  practice  medicine; 

(10)  The  willful  or  wanton  failure  to  supervise 
a person  working  under  his  direction; 

(11)  Gross  misconduct,  negligence  or  incom- 
petence in  the  practice  of  medicine; 

(12)  Willful  violation  of  the  confidential  rela- 
tions and  communications  of  a patient; 

(13)  Willful  failure  to  report  to  the  Board  as 
required  by  $1728  (a)  of  this  Act; 

(14)  Willful  failure  to  report  to  the  Board  as 
required  by  $1728  (b)  of  this  Act; 

(15)  Willful  failure  to  report  to  the  Board  as 
required  by  $1728  (c)  of  this  Act; 

(16)  Willful  failure  to  divulge  information 
relevant  to  authorization  or  competence  to  practice 
medicine  to  the  Board  or  any  committee  thereof 
upon  its  request; 

(17)  The  violation  of  any  provision  of  this 
Chapter,  or  the  violation  of  an  order  or  regulation 
of  the  Board  directly  related  to  medical  procedures, 
the  performance  of  which  would  harm  or  injure 
the  public  or  any  individual. 

(c)  The  certificate  to  practice  medicine  and  sur- 
gery issued  to  any  person  shall  be  subject  to  restric- 
tion, revocation  or  suspension,  either  permanently  or 
temporarily  in  case  of  inability  of  the  person  to  prac- 
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tice  medicine  and  surgery  with  reasonable  skill  or 
safety  to  patients  by  reason  of  one  or  more  of  the 
following: 

(1)  Mental  illness,  or  mental  incompetence; 

(2)  Physical  illness,  including  but  not  limited 
to,  deterioration  through  the  aging  process,  or  loss 
of  motor  skill; 

(3)  Excessive  use  or  abuse  of  drugs,  including 
alcohol. 

(d)  The  Board  may  establish  by  class  and  not  by 
individual  requirements  for  continuing  education 
and/or  re-examination  as  a condition  for  recertifica- 
tion to  practice  medicine. 

$1732.  Complaints;  Investigative  Committees 

(a)  It  shall  be  the  duty  of  the  Board  to  investigate, 
either  upon  complaint  or,  whenever  it  shall  think 
proper,  upon  its  own  motion,  cases  of  unprofessional 
conduct  or  inability  to  practice  medicine  as  defined 
by  $1731  (a),  (b)  and  (c)  of  this  subchapter,  un- 
authorized practice  of  medicine  and  medical  malprac- 
tice claims,  to  formulate  charges  against  any  person  to 
whom  a certificate  to  practice  medicine  in  this  State 
has  been  issued  if  the  circumstances  warrant,  to  pro- 
ceed, upon  due  notice  to  respondent  of  such  charges 
and  of  the  time  and  place  of  hearing,  to  hear  such 
charges  upon  swprn  testimony  and  other  evidence,  to 
determine  whether  or  not  disciplinary  action  is  war- 
ranted, and,  in  the  event  it  shall  find  disciplinary  ac- 
tion to  be  warranted,  to  make  findings  of  fact  and 
state  conclusions  of  law  with  respect  thereto,  and  take 
action  by  means  of  fine,  restriction,  revocation  or  sus- 
pension, either  permanently  or  temporarily,  of  a cer- 
tificate of  authorization  or  take  other  action  deemed 
appropriate. 

(b)  The  Board  may  appoint  an  unbiased  committee 
to  investigate  charges  of  unprofessional  conduct  and 
medical  malpractice.  Investigation  by  this  committee 
shall  stay  within  the  bounds  of  the  charge  being 
investigated,  unless  the  investigation  itself  provides 
good  cause  for  additional  investigation.  The  com- 
mittee shall  report  to  the  Board  its  activities  and 
findings.  The  Board  may  direct  the  committee  to 
prepare  a complaint  against  the  person  accused. 

(c)  The  Board  may  appoint  an  unbiased  committee 
to  investigate  charges  of  inability  to  practice  medi- 
cine. Investigation  by  this  committee  shall  stay 
within  the  bounds  of  the  charge  being  investigated, 
unless  the  investigation  itself  provides  good  cause  for 
additional  investigation.  The  committee  shall  con- 
duct an  examination  to  determine  whether  the  person 
to  whom  a certificate  has  been  issued  to  practice 
medicine  is  fit  to  practice  medicine  with  reasonable 
skill  and  safety  to  patients,  either  on  a restricted  or 
unrestricted  basis.  If  the  committee  in  its  discretion 
deems  a mental  or  physical  examination  necessary,  the 


committee  shall  order  the  person  to  submit  to  suclj 
examination  by  a physician  designated  by  the  com  ;ij  11 
mittee.  Any  person  to  whom  a certificate  has  beeij  Jl 
issued  to  practice  medicine  shall,  by  seeking  certifica- 1 
tion,  be  deemed  to  have  given  his  consent  to  submit  ! 
to  mental  or  physical  examination  when  so  directec  i ; 
by  the  committee,  and,  further,  to  have  waived  al  ? 
objections  to  the  admissibility  of  the  committe’s  re-  j 11 
port  to  the  Board  on  the  grounds  of  privileged  com- 
munication; the  person  who  submits  to  a diagnostic 
mental  or  physical  examination  as  ordered  by  the: 
committee  shall  have  a right  to  designate  another 
physician  to  be  present  at  the  examination  and  make 
an  independent  report  to  the  Board.  The  committee 
shall  report  to  the  Board  its  activities  and  findings. 
The  Board  may  direct  the  committee  to  prepare  a! 
complaint  against  the  person. 

(d)  All  complaints  against  persons  to  whom  a 
certificate  to  practice  medicine  has  been  issued  in  this 
State  shall  be  in  writing,  shall  set  out  with  particu- j 
larity  the  essential  facts  constituting  the  alleged  un- 
professional conduct,  inability  to  practice  medicine, 
or  medical  malpractice. 

(e)  Complaints  of  unauthorized  practice  of  medi- 
cine shall  be  reported  to  the  Attorney  General. 

(f)  The  Attorney  General  shall  provide  legal  serv- 
ices to  the  Board  and  its  committees. 

$1733.  Notice. 

Respondent  shall  be  served  personally  with  the 
complaint  not  less  than  30  days  nor  more  than  60 
days  prior  to  a hearing  on  the  complaint,  and  shall 
be  advised  of  the  time  and  place  of  the  hearing. 
Respondent  may  file  with  the  Board  a written 
response  to  the  complaint  within  twenty  days  of 
service. 

$1734.  Hearings. 

(a)  Procedure.  Charges  of  unprofessional  conduct 
or  inability  to  practice  medicine  under  this  Sub- 
chapter shall  be  heard  upon  sworn  testimony.  The 
rules  of  evidence  applicable  to  the  Superior  Court  of 
the  State  of  Delaware  shall  be  followed  as  far  as 
practicable. 

(b)  Privacy.  All  hearings  on  complaints  shall  be 
opened  to  the  public  only  at  the  request  of  the 
respondent. 

(c)  Transcript  of  Proceedings.  A stenographic 
transcript  of  all  formal  hearings  shall  be  made  and 
respondent  shall  be  entitled  to  obtain  a copy  of  such 
transcript  at  his  own  expense. 

(d)  Quorum.  No  disciplinary  action  shall  be 
taken  unless  nine  voting  members  of  the  Board  shall 
be  present  during  all  formal  hearings  and  unless  nine 
Board  members,  who  must  have  participated  in  all 
hearings,  shall  vote  in  favor  of  disciplinary  action. 
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(e)  Rights  of  Respondent.  Respondent  shall  have 
the  right  to  defend  against  the  charge  by  the  intro- 
duction of  evidence,  the  right  to  be  represented  by 

(counsel,  and  the  right  to  examine  and  cross-examine 
witnesses.  He  shall  also  have  the  right  to  issuance 
of  subpoenas  for  the  attendance  of  witnesses  to  ap- 
pear and  testify  or  for  the  production  of  books  and 
records. 

(f)  Conduct  of  the  Hearing.  One  member  of  the 
investigating  committee  shall  examine  all  witnesses 
called  in  support  of  the  charges  and  shall  present  all 
other  evidence  in  support  thereof  and  may  also 
cross-examine  any  witness  testifying  on  behalf  of 
respondent.  No  member  of  the  investigating  com- 
mittee who  is  also  a member  of  the  Board  shall  take 
part  in  the  deliberations  or  decisions  of  the  Board  as 
to  the  charge. 

(g)  Reports.  The  President  of  the  Board  shall 
designate  a member  of  the  Board  to  write  the  draft 
report  recommending  disciplinary  or  other  action, 
which  report  shall  contain  the  findings  of  fact  and 
conclusions  of  law  as  required.  Such  draft  report 
shall  be  submitteed  to  all  members  of  the  Board 
taking  part  in  the  hearings,  and  upon  approval  by 
the  necessary  majority  shall  become  the  final  report, 
which  report  shall  include  the  disciplinary  action 


taken.  The  Board  will  make  their  discipline  public 
if  in  their  judgment  it  will  serve  the  best  interests 
of  the  public. 

^ 173  5.  Revocation  or  Suspension  of  Certificate. 

(a)  If  the  Board  shall  determine  that  fine,  restric- 
tion, revocation  or  suspension  of  certificate  of  author- 
ity to  practice  medicine  or  any  other  action  is  war- 
ranted, an  order  so  stating  the  action  shall  be  served 
personally  or  by  registered  mail  upon  the  certificate 
holder,  filed  in  the  office  of  the  Board,  filed  with  the 
Division  of  Public  Health  of  the  Department  of 
Health  and  Social  Services  and  with  the  Director  of 
Revenue.  The  order  may  contain  such  terms  with 
respect  to  probation,  reinstatement,  length  of  sus- 
pension, or  other  terms  as  the  Board  shall  deem  ap- 
propriate in  the  circumstances.  Upon  receipt  of  an 
order  by  the  Board  revoking  or  suspending  a certifi- 
cate of  authority  to  practice  medicine,  the  Director  of 
Revenue  shall  forthwith  revoke  the  license  to  practice 
medicine  issued  by  him  and  shall  comply  with  the 
terms  of  any  such  order. 

(b)  The  Board  may  take  such  other  disciplinary 
action  as  a majority  of  its  members  shall  deem  ap- 
propriate in  the  circumstances. 

(c)  If  less  than  nine  members  of  the  Board  vote 
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for  the  taking  of  any  disciplinary  action,  the  Board 
shall  forthwith  order  a dismissal  of  the  complaint 
and  the  exoneration  of  the  certificate  holder.  When 
a complaint  has  been  dismissed,  the  Board  shall  relieve 
the  accused  from  any  possible  opprobrium  that  may 
attach  by  reason  of  the  charges  made  against  him 
by  such  public  exoneration  as  the  Board  shall  deter- 
mine is  necessary,  if  requested  by  the  certificate  holder 
to  do  so. 

(d)  The  Director  of  Revenue  shall  not  issue  any 
license  or  renewal  thereof  to  any  person  whose  certifi- 
cate to  practice  medicine  has  been  revoked  or  sus- 
pended by  the  Board  except  in  conformity  with  the 
terms  and  conditions  of  the  order  of  revocation  or 
suspension,  or  in  conformity  with  any  order  of  rein- 
statement issued  by  the  Board,  or  in  accordance  with 
a final  judgment  in  any  proceeding  for  review  insti- 
tuted under  the  provisions  of  this  Chapter. 

^1736.  Appeal  Procedure. 

(a)  If  the  accused  wishes  to  appeal  a decision  of 
the  Board,  he  shall  do  so  within  thirty  days  and  if 
no  appeal  is  made  within  such  thirty-day  period,  the 
action  of  the  Board  shall  be  final.  An  appeal  shall 
be  made  in  the  same  manner  as  is  provided  by  the 
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Superior  Court  Civil  Rules  for  appeals  from  com- 
missions, boards,  and  agencies. 

(b)  Appeals  shall  be  heard  and  decided  by  the 
Superior  Court  in  the  county  in  which  such  person 
was  practicing  his  profession  or  occupation  at  the 
time  of  the  alleged  offense.  The  appeal  shall  be  on 
the  record  before  the  Board.  The  Court  shall  fix 
a time  to  hear  such  appeal  at  the  pending  or  next 
term  of  Court,  and  may  extend  the  hearing  of  such 
appeal. 

(c)  Appeals  shall  be  heard  on  the  original  papers 
and  exhibits,  which  shall  constitute  the  record  on 
appeal. 

(d)  Any  authorization  to  practice  originally 
granted  to  the  appellant  shall  not  be  revoked,  sus- 
pended or  otherwise  curtailed  until  the  matter  is 
finally  determined  after  appeal,  unless  the  complaint 
directly  involves  inability  to  practice  medicine  and 
surgery  with  reasonable  skill  or  safety  to  patients 
as  provided  in  51731  of  this  Chapter. 

(e)  Any  person  whose  authority  to  practice  under 
the  provisions  of  this  Chapter  has  been  revoked  or 
suspended  may,  after  the  expiration  of  ninety  days 
from  the  decision  of  the  Superior  Court,  or  after  the 
expiration  of  ninety  days  following  the  formal  de- 
cision of  the  Board  if  no  appeal  is  taken,  apply  to  the 
Board  to  have  the  same  re-granted  to  him  upon  satis- 
factory showing  that  the  disqualification  has  ceased. 

51737.  Records  of  Hearing  and  Appeal. 

Although  a complaint  of  unauthorized  practice 
may  be  reported  to  the  Attorney  General,  the  records 
of  the  Board,  including  original  complaints,  hearings 
on  such  complaints  by  the  Board  and  appeals  shall 
be  confidential  and  shall  not  be  released  to  any  per- 
son; provided,  however,  complaints  may  be  released 
upon  the  joint  approval  by  the  Board  and  the  ac- 
cused or  upon  request  by  the  accused;  hearings  of  the 
Board  may  be  released  by  joint  approval  by  the  Board 
and  the  accused  or  upon  request  by  the  accused;  and 
the  record  of  any  appeal,  excluding  the  original  com- 
plaint and  record  of  the  Board,  may  be  released  by 
the  Superior  Court  upon  motion  by  any  of  the 
parties  thereto  or  by  motion  of  the  Court  itself.” 

Section  2.  51761  of  Chapter  17,  Title  24,  Delaware 
Code,  is  hereby  repealed. 

Section  3.  Amend  51768,  Chapter  17,  Title  24, 
Delaware  Code,  by  striking  said  section  in  its  entirety 
and  inserting  in  lieu  thereof  a new  51768  to  read  as 
follows: 

"51768.  Immunity  of  Persons  Reviewing  Medical 
Records,  Medical  Care,  and  Physicians' 
'Work.. 

(a)  The  members  of  the  Board  of  Medical  Practice 
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or  of  any  committee  appointed  thereby,  and  mem- 
bers of  hospital  and  medical  society  and  osteopathic 
medical  society  committees,  or  of  a professional 
standards  review  organization  established  under  Fed- 
eral law  (or  other  peer  review  committee  or  organi- 
zation), whose  function  is  the  review  of  medical 
records,  medical  care,  and  physicians’  work,  with  a 
view  to  the  quality  of  care  and  utilization  of  hos- 
pital or  nursing  home  facilities,  home  visits,  and  office 
visits  shall  not  be  subject  to,  and  shall  be  immune 
from,  claim,  suit,  liability,  damages  or  any  other 
recourse,  civil  or  criminal,  arising  from  any  act 
or  proceeding,  decision  or  determination  under- 
taken, or  performed  or  recommendation  made  so 
long  as  such  member  acted  in  good  faith  and 
without  malice  in  carrying  out  the  responsibili- 
ties, authority,  duties,  powers  and  privileges  of  the 
offices  conferred  by  law  upon  them  under  the  pro- 
visions of  this  Chapter  (excluding  only  Subchapter 
VI  of  this  Chapter)  of  this  Title  or  any  other  pro- 
visions of  the  Delaware  Law,  Federal  law  or  regula- 
tions, or  duly  adopted  rules  and  regulations  of  the 


aforementioned  committees,  organizations,  and  hos- 
pitals, good  faith  being  presumed  until  proven  other- 
wise, with  malice  required  to  be  shown  by  the  com- 
plainant. 

(b)  The  records  and  proceedings  of  any  such  com- 
mittees or  organizations  as  described  in  $1768  (a) 
above  shall  be  confidential  and  shall  be  used  by  such 
committees  or  organizations  and  the  members  thereof 
only  in  the  exercise  of  the  proper  functions  of  the 
committee  or  organization  and  shall  not  be  public 
records  and  shall  not  be  available  for  court  subpoena 
or  subject  to  discovery;  and  no  person  in  attendance 
at  a meeting  of  any  such  committee  or  organization 
shall  be  required  to  testify  as  to  what  transpired 
thereat.  No  physician,  hospital,  organization,  or  in- 
stitution furnishing  information,  data,  reports,  or 
records  to  any  such  committee  or  organization  with 
respect  to  any  patient  examined  or  treated  by  such 
physician  or  confined  in  such  hospital  or  institution 
shall,  by  reason  of  furnishing  such  information,  be 
liable  in  damages  to  any  person  or  subject  to  any 
other  recourse,  civil  or  criminal.” 
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VOLUNTEER  PHYSICIANS  NEEDED:  Israeli  Kib- 
butz doctors  (English-speaking)  need  help  to  provide 
primary  care,  develop  patterns  of  care,  teach  medical 
students,  etc.  If  you  are  able  to  provide  a week  or 
more  of  your  time  write  or  call:  Paul  Drucker,  M.D., 
799  Amboy  Avenue,  Edison,  New  Jersey  08817,  (201) 
548-2656,  or  Jerry  Abrams,  M.D.,  190  Greenbrook 
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EXCELLENT  OPPORTUNITY  to  join  existing  sur- 
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Available  July  1977. 
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able July  1977.  Board  Certified  in  Internal  Medi- 
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UROLOGIST:  Chief  resident,  University  of  Pennsyl- 
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with  the  US  Navy.  Discharge  in  1977. 
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weight  of  ethical  opinion: 

iew  would  disagree  that  the  effective- 
ind  safety  of  any  therapeutic  agent 
vice  must  be  determined  through 
:al  research. 

liut  now  the  practice  of  clinical  re- 
h is  under  appraisal  by  Congress,  the 
i and  the  general  public.  Who  shall 
nister  it?  On  whom  are  the  products 
tested?  Under  what  circumstances? 
how  shall  results  be  evaluated  and 
:ed? 

<’he  Pharmaceutical  Manufacturers 
ciation  represents  firms  that  are  sig- 
intly  engaged  in  the  discovery  and 
opment  of  new  medicines,  medical 
ies  and  diagnostic  products.  Clinical 
rch  is  essential  to  their  efforts.  Con- 
:ntly,  PMA  formulated  positions 
ih  it  submitted  on  July  1 1, 1975,  to 
ubcommittee  on  Health  of  the  Sen- 
abor  and  Public  Welfare  Committee, 
[official  policy  recommendations, 
i are  the  essentials  of  PMA’s  current 
ting  in  this  vital  area. 

.PMA  supports  the  mandate  and 
on  of  the  National  Commission  for 
irotection  of  Human  Subjects  of 
tedical  and  Behavioral  Research  and 
s to  establish  a special  committee 
Dosed  of  experts  of  appropriate 
iplines  familiar  with  the  industry’s 
Irch  methodology  to  volunteer  its 
ce  to  the  Commission. 

,.PMA  supports  the  formation  of  an 
Dendent,  expert,  broadly  based  and 
■sentative  panel  to  assess  the  current 
of  drug  innovation  and  the  impact 
. it  of  existing  laws,  regulations  and 
edures. 

'(•When  FDA  proposes  regulations, 
buld  prepare  and  publish  in  the  Fed- 
legister  a detailed  statement  assess- 
he  impact  of  those  regulations  on 
and  device  innovation. 

I,.  PMA  proposes  that  an  appropri- 
I qualified  medical  organization  be 
u raged  to  undertake  a comprehen- 
study  of  the  optimum  roles  and 
insibilities  of  the  sponsor  and  physi- 
Iwhen  company-sponsored  clinical 
Irch  is  performed  by  independent 
tal  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

I>.ln  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7*  PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO.  Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious1  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 
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Association 
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THE  VD  EPIDEMIC  by  Louis  Lasagna,  M.D.,  Temple 
University  Press,  Philadelphia,  1975.  141  pp. 

Dr.  Louis  Lasagna  has  written  a scholarly,  yet 
highly  readable  and  enjoyable  little  treatise  en- 
titled The  VD  Epidemic,  (How  It  Started, 
Where  It’s  Going,  and  What  To  Do  About  It.) 
It  was  designed  to  provide  the  lay  reader  with 
information  about  these  ancient  diseases  and 
provide  a stimulus  to  action  to  mount  a campaign 
toward  their  eradication. 

The  book  is  a marvelous  source  of  information 
and  provides  even  the  physician  audience  a 
wealth  of  facts,  many  of  which  may  be  new  to 
him/her.  For  example,  did  you  know  that 
syphilis  may  have  caused  bony  abnormalities  in 
Neanderthal  man,  giving  him  the  short,  stout 
long-bones,  frontal  bossing  and  “saddle  nose” 
characteristic  of  these  prehistorical  humans?  The 
explosive  character  of  sixteenth-century  Euro- 
pean syphilis  has  led  to  the  theory  that  Colum- 
bus’ sailors  probably  brought  it  back  from  their 
voyages  to  the  western  world.  It  was  reassuring 
to  learn  that  the  Tuskegee  experiment  wasn’t  as 
scandalous  as  it  appeared,  when  carefully  scru- 
tinized from  a scholar’s  point  of  view.  In  addi- 
tion to  the  fact  that  97%  of  those  in  the  experi- 
ment were  eventually  treated,  “the  desires  of  its 
planners  to  study  the  relative  advantages  and 
disadvantages  of  heavy  metal  therapy  for  syphilis 
may  have  been  both  scientifically  and  ethically 
sound.”  Moreover,  the  figures  strongly  suggest 
that  the  untreated  Tuskegee  patients,  at  least 
until  penicillin  was  shown  to  be  effective,  may 
have  been  the  lucky  ones. 

But  Dr.  Lasagna  is  most  eloquent  in  the  final 
chapters,  where  he  tries  to  inspire  action/Liken- 
ing  the  attack  against  VD  to  the  Battle  of  Britain, 
which  was  won  “slowly  and  painfully,  by  taking 
many  small  steps  slowly  over  a prolonged 
period,”  he  outlines  the  many  approaches  needed 
to  bring  the  VD  epidemic  under  control  such  as 
education,  case  finding  and  follow-up  of  con- 
tacts, adequate  therapy  and  research  to  provide 
new  vaccines,  new  antibiotics,  new  approaches 
to  the  problem.  I,  for  one,  was  convinced  it  can 
be  done! 

Marjorie  J.  McKusick,  M.D. 


TEXTBOOK  OF  MEDICINE  edited  by  Paul  B.  Beeson, 
M.D.  and  Walsh  McDermott,  M.D.,  W.  B.  Saunders 
Company,  Philadelphia,  1975.  1970  pp.  245  lllus. 
Price  $34.50. 

The  14th  edition  of  this  classic  tome  is  similiar 
in  size  to  the  13th  published  four  years  ago.  It 
has  approximately  the  same  number  of  pages, 
1970  compared  to  1974,  and  67  lines  per  page  to 
the  old  edition’s  65  fines. 

The  authors  have  made  a few  changes  in 
organization  and  have  updated  content.  They 
have  tried  to  make  a major  emphasis  on  therapy. 
The  sections  on  genetics,  environment,  and  nu- 
trition in  particular  have  been  enlarged. 

Three  mistakes  in  the  copy  have  been  made, 
but  the  authors  and  publishers  are  making  dras- 
tic efforts  to  correct  them.  Anyone  not  receiving 
these  corrections  can  get  them  by  contacting  the 
publishers. 

This  book  continues  to  be  one  of  the  major 
texts  in  the  field  of  Internal  Medicine — many  is 
the  person  who  has  wished  he  had  all  the  in- 
formation stored  in  his  memory  that  is  packed 
into  these  pages.  As  a major  text  it  demands 
space  in  every  reference  library,  and  it  is  pre- 
ferred by  some  students  over  the  other  texts 
because  of  its  easy  readability  and  manner  of 
organization. 

THE  DIABETIC  FOOT  edited  by  Marvin  E.  Levin, 
M.D.,  and  Lawrence  W.  O’Neal,  M.D.,  C.  V.  Mosby, 
St.  Louis.  264  pp.  249  lllus.  Price  $25.50. 

Of  the  many  complications  which  diabetics 
suffer  perhaps  the  most  persistently  noticeable 
to  them  are  the  complications  involving  the  feet. 
We  see  changes  in  skin,  muscle,  blood  vessels, 
and  bones  singly  or  in  combination.  Symptoms 
may  range  from  tingling  to  total  numbness  and 
objectively  from  skin  patches  to  gangrene  of  the 
entire  leg. 

This  books  seeks  to  be  a treatise  on  all  aspects 
of  foot  pathology  in  diabetes.  It  has  chapters 
on  pathologic  physiology,  bacteriology,  radiology, 
surgery.  Preventive  aspects  are  interwoven,  but 
obviously  the  book  deals  mostly  with  the  farthest 
advanced  lesions. 
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The  chapter  on  pathology  by  Williamson  and 
Kilo  reiterates  their  studies  on  vessel  wall 
thickness  and  also  contains  their  thoughts  on 
hyperlipidemia,  factors  not  specifically  involved 
in  the  feet  but  dealing  with  metabolism  in  gen- 
eral. 

The  illustrations  are  clear  and  the  chapters 
well  referenced  to  make  this  a good  reference 
book  for  anyone  dealing  with  patients  with  dia- 
betes. 

R.  Walter  Powell,  M.D. 

* « u* 

MANUAL  OF  MEDICAL  THERAPEUTICS,  21st  ed., 
edited  by  Edgar  C.  Boedeker,  M.D.  and  James  H. 
Dauber,  M.D.,  Little,  Brown,  Boston,  1974.  455  pp. 
Price  $7.95  spiralbound. 

The  Manual  of  Medical  Therapeutics,  origin- 
ally published  by  the  Department  of  Internal 
Medicine  of  Washington  University  School  of 
Medicine  for  its  fourth  year  students,  has  been 
the  “intern’s  friend”  for  more  than  thirty  years. 
The  current  edition  continues  in  this  tradition 
and  updates  several  areas  which  have  experi- 


enced rapid  growth  over  the  past  three  years 
(eg,  hypertension,  fiver  disease,  and  oncology). 
Several  new  chapters  have  been  added,  including 
“Acute  Respiratory  Failure,”  “Hyperlipidemia,” 
and  “Neurologic  Emergencies.” 

The  chapters  are  concise  and  well  organized. 
As  in  past  editions  the  index  is  very  easy  to  use. 
The  book’s  small  size  and  spiral-bound  design 
make  it  easy  to  carry. 

Although  this  manual  is  by  no  means  a text- 
book of  internal  medicine,  it  is  extremely  useful 
as  a ready  source  of  basic  information  for  both 
medical  students  and  house  officers.  It  is  cer- 
tainly worth  the  current  price. 

Anthony  J.  Costa,  M.D. 
* * * 

ROLLING  THUNDER  by  Doug  Boyd,  Random  House, 
Westminster,  Md.,  1974.  273  pp.  Price  $8.95. 

Because  of  a personal  interest  in  the  healing 
powers  of  the  Indian  medicine  man,  who  has 
played  such  a vital  role  in  Indian  culture  in  the 
past  and  in  the  present,  the  reviewer  looked 
forward  to  this  book.  The  Anglo  has  been  at  a 
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GLYCOTUSS 

[guaifenesin] 

it  frees  coughs  by 
removing  their  cause 


GLYCOTUSS  (guaifenesin) 
is  the  effective  expectorant 
that  works  to  manage 
the  common  dry  cough. 

Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
percentage  of  coughs,  particularly  the  familiar  dry,  non-productive 
cough.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause 
the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
other  guaiacols. 

Glycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
mucus  and  reduced  viscosity.  The  increased  flow  of  less  viscid 
secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
inspissated  mucus. 


Indications:  GLYCOTUSS 
sinfyf^  of  value  in  the  theatmfll 
coughs,  particularly  the  unproductive! 
cough,  due  to  the  common  coldaB 
In  chronic  bronchitis  sS®y|mchie(ffl| 
Sts?  It  apparently  aids  healing'.'jS  the 
Igfionic  stage  of  inflammation  b'.  -JR 
ing  irritation.  The  sputum  often 
creases  ;n  amount  and  jsdess  objec 
tionable  in  taste  acd'-:6dor.  ‘ 


Dosage:  Adults'  One  or  two  tablets  or 
teaspoonfuls  every  four  hours  The 
suggested  adult  maxirai|(n  dap.  cr 
age  is  800  mg  unfess  directed  othgj 
wise  by  the  physicianl&lclren  (6  © 
T&  years)  one'Jta§l|l|  or  teaspoon* 
every  four  hours.. -Children  under® 
years  as  the  physician  directs.  y 
Contraindications:  Contraindicated  ir 
patients  who  have  a history  of  sensij 
tivity  to  guaiacol. 

Side  Effects:  No  serious  side  effeojs 
have  been  reported  of  guaifeneS 
Occasional  gastric  dfetudbao^pail; 
nausea  have  been  .encountered  a 
Supplied:  GLYCOTUSS  (guaifenesin; 
is  available  as  tablets  in  bottles  of  10C 
500.  and  1.000:  as -a  pleasantly  fj 
vored  syrup,  in  pints  and; .gallons.:* 
Each  tablet  contains  100  mg.  guaiferi 
sin.  Each  teaspoonful  (5  ml.)  contaiw 
■ mg.  guaifenesin. 


PHARMACEUTICALS  Since  1922. 

THE  VALE  CHEMICAL  CO..  IHC  ■ Allentown,  Pennsylvania  18102 


Book  Reviews 


loss  to  explain  the  accomplishments  of  the  medi- 
cine man  in  the  white  man’s  scientific  milieu, 
especially  if  these  cures  and  accomplishments  do 
not  fit  the  technological  rules.  The  book  was  dis- 
appointing as  far  as  bringing  any  light  on  this 
subject.  It  is  a randomized  and  uncoordinated 
group  of  observations  made  by  the  author,  who 
apparently  had  not  spent  much  time  with  medi- 
cine men  in  the  past  and  seemed  to  have  only 
a superficial  understanding  of  their  role  in  Indian 
culture.  More  astute  observations  and  a better 
general  background  would  have  helped.  The 
subject  is  interesting,  the  book  poorly  done. 

Edgar  R.  Miller,  Jr.,  M.D. 

* * * 

ROENTGEN  APPEARANCE  OF  THE  HAND  IN  DIF- 
FUSE DISEASE  by  H.  L.  Steinbach,  R.  H.  Gold,  and 
L.  Preger,  Year  Book  Medical  Publishers,  Chicago, 
1975.  674  pp.  Illus.  Price  $44.75. 

This  is  a magnificent  volume  depicting  x-ray 


changes  of  the  hand  in  many  abnormalities  in- 
cluding generalized  diseases  that  occur  in  con- 
genital malformation  syndromes.  The  abnormali- 
ties also  include  bone  growth  or  development, 
intra-  or  extra-skeletal  systems,  metabolic  bone 
diseases,  and  arthritis. 

The  volume  is  illustrated  very  well  with  many 
roentgenograms  which  are  quite  clear  and  apro- 
pos for  the  disease  processes  mentioned.  The 
text  is  well  written  with  good  clinical  features. 
Each  clinical  description  is  associated  with  suc- 
cinct roentgenographic  illustrations  which  help 
to  exemplify  each  disease  process  and  its  findings. 

This  easily  referenced  volume  portrays  a great 
deal  of  information  in  one  text.  This  book  is  an 
excellent  reference  source  for  the  medical  man, 
as  well  as  the  x-ray  interpreter,  and  it  is  highly 
recommended  if  one  sees  many  of  these  de- 
formities in  a medical  practice. 

Joseph  A.  Arminio,  M.D. 


HOMEMAKERS'  is 
a national  organization 
of  home  and  health 
care  personnel. 


...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 


HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 
LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  when  you 
need  them  — a day  or  a month  — on  a regular 
schedule  or  just  when  you  call. 

HOMEMAKERS 

656-2551 


HOMEMAKERS* 

1 Health  Cara  Service* 


Del  Med  Jrl,  May  1976— Vol  48,  No  5 


305 


Vhe  quality  ofmeity. 


99 


That’s  your  concern. 

The  quality  of 
protection.  That’s 
/Etna  Life  & Casualty’s 
concern. 


“COULD  THIS  BE  YOU?” 

Shows  a physician  violating  all  prin- 
ciples in  the  handling  of  a patient . . . 
and  flashbacks  to  proper  technique. 
(Color) 


And  that’s  why  /Etna  has  created  a 
library  of  video  tapes  for  your  education. 
Potential  sources  and  causes  of  mal- 
practice. Even  suggestions  as  to  how 
claims  might  be  prevented.  What’s 
more,  you  can  get  credit  hours  for 
viewing  them!  Check  the  list  below: 

“DO  NO  HARM” 


If  any  of  these  tapes  are  of  interest  to 
you  or  your  local  association, 
please  contact: 


Kenneth  Pierce 
ittna  Life  & Casualty 
921  Orange  Street 
Wilmington,  Delaware  19801 


For  physicians  and  hospitals.  Involves 
the  four  most  vulnerable  areas  in  the 
hospital  for  malpractice 
claims.  (Color) 

“NURSES,  RELATED 
PROFESSIONS, 

MALPRACTICE” 

Primarily  pertains  to  nurses 
responsibilities  as  well  as 
problems  they  may  en- 
counter in  their  practice. 

“CAUSES  AND  PREVENTION 
OF  MEDICAL  MALPRACTICE” 

Comprehensive  coverage  of  studies 
made  in  various  specialty  fields.  Goes 
into  many  causes  of  malpractice  and 
some  suggestions  on  how  malpractice 
may  be  avoided. 

“ELECTRICAL  HAZARDS  IN  HOSPITALS’ 

Gives  physicians,  nurses  and  technical 
personnel  some  basic  knowledge  of 
electrical  equipment  in  a hospital  and 
the  dangers  that  electricity  can  cause 
there. 


LIFE  & CASUALTY 

You  get  action  with  >Etna 


Speakers  on  Speakers  for  June  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  June  1,  Richard  F.  Gordon, 
M.D.,  Coronary  Heart  Disease:  Who  Is  at  Risk?;  June  8,  Henry  H.  Stroud,  M.D., 
Child  Development;  June  15,  Donald  Schetman,  M.D.,  Pre-Malignant  and  Malig- 
nant Skin  Lesions;  June  22,  James  J.  Gallagher,  M.D.,  Prostatic  Obstruction; 
June  29,  Dewey  A.  Nelson,  M.D.,  Neurological  Symptoms  of  Depression. 

In  the  News  Marjorie  J.  McKusick,  M.D.,  Director,  Student  Health  Services,  University  of 

Delaware,  spoke  on  contraceptives  for  adolescents  at  the  spring  meeting  of  the 
American  Aoademy  of  Pediatrics  held  in  Philadelphia,  Pennsylvania,  April  11-15. 

Seven  of  the  29  new  residents  who  will  begin  training  at  the  Wilmington  Medi- 
cal Center  on  July  1 are  Delawareans  and  graduates  of  the  Thomas  Jefferson 
University  Medical  College  in  Philadelphia  which  they  attended  as  participants 
in  the  Delaware  Institute  of  Medical  Education  and  Research  (dimer)  program. 
The  seven  physicians  are:  J.  Kirk  Beebe,  M.D.,  Lewes;  James  J.  Dobson,  M.D., 
Milford;  Valarie  A.  Urian,  M.D.,  Claymont;  Dean  L.  Winslow,  M.D.,  Dover; 
Edward  J.  McConnell,  III,  M.D.,  Kent  A.  Sallee,  M.D.,  and  Michael  E.  Stilla- 
bower,  M.D.,  Wilmington.  Doctors  Reebe  and  Sallee  will  train  in  family  prac- 
tice, and  the  others  will  train  in  medicine.  Other  Delawareans  who  participated 
in  the  dimer  program  and  now  are  in  residency  training  at  the  Wilmington  Medi- 
cal Center  are:  William  A.  Meyer,  M.D.,  Seaford;  Gary  M.  Owens,  M.D.,  Laurel; 
Edward  S.  Williams,  M.D.,  Claymont;  Perry  Mitchell,  M.D.,  John  E.  Hocutt, 
M.D.,  and  Cheryl  Mcjunkin,  M.D.,  Newark;  Anna  W.  Sasaki,  M.D.  and  Bruce 
Turner,  M.D.  Wilmington,  and  in  training  at  Delaware  State  Hospital  is  Dennis 
Young,  M.D.,  Wilmington. 

The  new  officers  of  the  Delaware  Academy  of  Family  Physicians,  elected  at  the 
Annual  Business  Meeting  on  March  2,  are:  President,  Edmund  S.  Scott,  D.O.; 
President-Elect,  William  H.  Duncan,  M.D.-,  Vice-President,  James  R.  Dearworth, 
M.D. ; Secretary,  Charles  W.  Wagner,  M.D.;  Assistant  Secretary,  Jason  L.  Camp- 
bell ,M.D.;  Treasurer,  Peter  P.  Potocki,  M.D. ; Delegate  to  AAFP,  William  D. 
Shellenberger,  M.D.;  and  Director,  Dene  T.  Walters,  M.D. 

James  Beebe,  Jr.,  M.D.,  of  Lewes  and  Charles  Allen,  M.D.,  of  Dover  have  been 
reappointed  to  the  Board  of  Medical  Examiners  by  Governor  Sherman  W.  Trib- 
bitt.  Also  appointed  to  the  Board  is  David  Platt,  M.D.,  of  Wilmington.  They 
will  serve  until  March  1,  1980. 

Medical  Journal  Medical  journalism  awards  are  part  of  an  education  program  conducted  by 

Awards  Sandoz  Pharmaceuticals.  Publications  in  a recent  judging  were  selected  for  their 

appearance  and  editorial  content.  “The  Sandoz  Awards  recognize  the  unique 
importance  of  local  medical  publications,”  stated  Craig  D.  Burrell,  M.D.,  Vice 
President,  Sandoz,  Inc.,  “and  are  part  of  a program  to  stimulate  and  develop 
improved  design  and  readability.  We  hope  that  the  Sandoz  program  will  be 
helpful  to  medical  societies,  which  publish  most  of  the  journals,  the  full-  and 
part-time  staffs  of  the  publications  and,  most  important,  the  physicians  who  are 
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DEPARTING  PHILADELPHIA 
JULY  12. 

RETURNING  JULY  25.  1976 

Discover  fairytale  castles  set  midst  deep,  dark 
green  forests . . . lush  emerald  meadows  and 
valleys  nestled  between  rugged  mountains  | 
under  the  bluest  of  skies. 

This  and  more  awaits  you  when  you  join  us  for  j 
a two-week,  do-as-you-please  holiday  in 
ZURICH,  Switzerland;  MUNICH,  Germany;  and  || 
VIENNA,  Austria. 


Send  to:  Medical  Society  of  Delaware 
1925  Lovering  Avenue 
Wilmington,  Delaware  19806 

Enclosed  is  my  check  for  $ ($100  d 
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A Non-Regimented  INTRAV  Deluxe  Adventure 


Price  is  a low  (price),  which  includes  round-trip; 
airfare  via  chartered  jet,  accommodations  at 
deluxe  hotels  in  each  city,  chartered  first-class 
European  express  trains  between  cities,  full 
American  breakfasts  and  dinners  at  a selectio 
of  the  finest  restaurants.  You  can't  find  a better  ! 
travel  bargain  anywhere. 

Join  us  today  for  the  Adventure  of  a lifetime  at  j 
charter-cost  savings. 


In  Brief 


Bicentennial 
Medical  Drama 


American  Heart 
Association 
Research  Awards 


Fiberoptic 

Colonoscopy 

Training 

Programs 


Cancer  Society 

Educational 

Material 


the  readers,”  said  Dr.  Burrell.  Recipient  of  an  honorable  mention  in  the  cate- 
gory of  state  journals  with  a circulation  of  under  3000  was  the  Delaware  Medical 
Journal.  The  other  award  in  the  under  3000  category  went  to  the  Journal  of  the 
Iowa  Medical  Society. 

An  original  drama  highlighting  events  in  the  life  of  Dr.  Benjamin  Rush  will  be 
performed  this  summer  in  the  Independence  National  Historical  Park  in  Phila- 
delphia. Performances  of  DR,  RUSH:  REBEL  FOR  HUMANITY  will  be  held 
outdoors  at  the  Second  Bank  of  the  United  States,  Chestnut  Street  between  4th 
and  5th  Streets,  Philadelphia,  at  noon,  2:00  p.m.  and  4:00  p.m.  each  Saturday 
and  Sunday  from  June  19  through  August  29.  Admission  is  free. 

The  American  Heart  Association  is  accepting  applications  for  Research  Awards 
1977-1978  for  support  in  the  cardiovascular  field,  including  stroke,  and  for  related 
problems  in  the  basic  sciences.  Five-year  stipends  will  be  awarded  to  young 
physicians  and  scientists  to  establish  careers  of  research  in  academic  medicine  and 
biology.  Requirements  are:  three  or  more  years  of  post-doctoral  research  experi- 
ence; under  age  40  at  time  of  application;  U.S.  citizenship  or  permanent  visa. 
Application  deadline  is  July  1,  1976.  Grants-in-aid  will  be  awarded  for  one 
to  three-year  projects  in  nonprofit  institutions  to  support  researoh  activities 
broadly  related  to  cardiovascular  function  and  disease  or  to  related  fundamental 
problems.  Deadline  for  applications  is  October  1,  1976.  One-year  stipends  will 
be  awarded  to  US  citizen  physicians  and  scientists  under  age  35  at  time  of  ap- 
plication for  British- American  Research  Fellowships.  Application  deadline  is 
July  1,  1976.  Dootoral  degrees  are  required  for  all  awards.  For  information 
contact:  Director  of  Research,  American  Heart  Association,  7320  Greenville 
Avenue,  Dallas,  Texas  75231. 

The  New  York  Society  for  Gastrointestinal  Endoscopy  supported  by  a grant 
from  the  American  Cancer  Society  will  offer  two-week  training  programs  in  the 
techniques  of  fiberoptic  colonoscopy  for  the  detection  and  management  of  colonic 
neoplasm  to  qualified  physicians  and  surgeons.  The  training  program  will  be 
conducted  in  New  York  City.  Preference  will  be  given  to  those  physicians  and 
surgeons  who  have  had  previous  experience  with  fiberoptic  endoscopy  and  who 
are  from  communities  where  fiberoptic  colonoscopy  is  not  yet  readily  available. 
Space  for  the  course  is  limited.  Send  curriculum  vitae  to  Paul  Sherlock,  M.D., 
Chief,  Gastroenterology  Service,  Memorial  Sloan-Kettering  Cancer  Center,  1275 
York  Avenue,  New  York,  New  York  10021. 

A new  film  on  “The  Chronic  Leukemias:  Diagnosis  and  Management”  is  avail- 
able from  the  Cancer  Society.  This  film  presents  the  signs  and  symptoms  of 
chronic  lymphocytic  and  myelocytic  leukemia  with  emphasis  on  diagnosis, 
treatment,  complications  likely  to  occur,  and  procedures  for  their  management. 
Other  professional  materials  available  are  literature  on  Standard  Breast  Examina- 
tion; Dysplasia  and  Early  Cervical  Cancer;  Cancer  of  the  Prostate;  Cancer  of  the 
Pancreas;  Cancer  Chemotherapy;  Cancer  Statistics,  1976;  an  audiotape  cassette 
on  the  National  ACS  Conference  on  Gynecologic  Cancer;  a film  on  Detecting 
Breast  Cancer  Earlier;  and  a Physician’s  Wall  Chart  on  Breast  Examination.  To 
secure  any  of  these  educational  materials  call  the  American  Cancer  Society  at 
654-6267. 
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In  Brief 


Postgraduate 
Education  for 
Pediatricians  and 
Obstetricians 

The  Maternal  and  Child  Health  Program  of  the  University  of  California  School 
of  Public  Health  at  Berkeley  will  conduct  postgraduate  programs  for  pedia- 
tricians and  obstetricians  in  the  field  of  Maternal  and  Child  Health  and  Family 
Planning  during  the  1977-78  school  year.  Programs  available  at  the  present  time 
include  nine-month  programs  in  Maternal  and  Child  Health,  Health  of  School- 
Age  Children  and  Youth,  and  Day  Care  and  the  Preschool  Child;  twenty-one 
month  programs  in  Care  of  Handicapped  Children  and  Comprehensive  Health 
Care;  and  a thirty-three  month  program  in  Perinatology.  These  programs  all 
lead  to  the  degree  of  Master  of  Public  Health.  Tax-exempt  fellowship  support 
is  available,  and  applications  are  now  being  accepted  for  the  group  entering 
September,  1977.  For  information  contact:  Helen  M.  Wallace,  M.D.,  School  of 
Public  Health,  University  of  California,  Berkeley,  California  94720. 

Ob-Gyn  Lecture 

CLINICAL  NOTICES  AND  MEETINGS 

The  Fourth  Annual  S.  Leon  Israel  Memorial  Lecture  will  be  held  at  Pennsylvania 
Hospital,  Philadelphia,  June  17  at  4:00  p.m.  Howard  W.  Jones,  Jr.,  M.D.,  Professor 
of  Gynecology  and  Obstetrics  at  Johns  Hopkins  University  School  of  Medicine  in 
Baltimore,  will  speak  on  THE  ADRENOGENITAL  SYNDROME— A HALF  CEN- 
TURY OF  PROGRESS.  The  lecture  will  be  delivered  in  Pennsylvania  Hospital’s 
Theater  I,  lobby  of  the  Preston  Building,  southwest  corner,  8th  and  Spruce  Streets, 
Philadelphia.  For  information  contact:  Joan  Mintz,  Assistant  Director,  Public  Rela- 
tions, Pennsylvania  Hospital,  8th  and  Spruce  Streets,  Philadelphia,  Pennsylvania 
19107. 

Allergy  Symposium 

The  annual  spring  meeting  of  the  Pennsylvania  Allergy  Association  will  be  held 
June  17-20  in  Hershey,  Pennsylvania.  A symposium  on  AIRWAYS,  AEROSOLS  1 
AND  ASTHMA,  co-sponsored  by  the  Continuing  Education  Department  of  the  Milton 
Hershey  Medical  Center  of  Pennsylvania  State  University,  will  be  held  June  17. 
Other  topics  for  the  remaining  three  conference  days  are:  Allergic  Ear,  Nose,  and 
Throat  Problems;  New  Pharmacologic  Agents  for  the  Treatment  of  Allergic  Disease; 
and  Allergic  Dermatologic  Problems.  For  information  contact:  Gilbert  A.  Friday, 
M.D.,  Publicity  Chairman,  1901  Highgale  Road,  Pittsburgh,  Pennsylvania  15241. 

FP  Summer  Clinic 

The  New  Mexico  Chapter  of  the  American  Academy  of  Family  Physicians  will  sponsor 
the  19th  Annual  Ruidoso  Summer  Clinic  in  Lincoln  National  Forest,  Ruidoso,  New 
Mexico,  July  19-22.  Program  is  acceptable  for  21  prescribed  hours  by  the  American 
Academy  of  Family  Physicians.  For  information  contact:  Mr.  Bob  Reid,  Executive 
Secretary,  New  Mexico  Chapter,  AAFP,  P.O.  Box  456,  Sunland  Park,  New  Mexico 
88063. 

ACP  Postgraduate 
Courses 

For  information  on  any  of  the  following  courses  contact:  Registrar,  Postgraduate 
Courses,  ACP,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 

HEMATOLOGY  FOR  INTERNISTS  WITH  EMPHASIS  ON  RECENT  ADVANCES, 
June  21-25,  in  Rochester,  New  York.  Presented  in  conjunction  with  the  University  of 
Rochester  School  of  Medicine. 

CLINICAL  PHARMACOLOGY— RATIONAL  BASIS  OF  THERAPEUTICS,  June 
23-25,  in  San  Francisco.  Presented  in  conjunction  with  the  University  of  California, 
San  Francisco. 

SELECTED  TOPICS  IN  INTERNAL  MEDICINE,  June  24-26,  in  Hamilton,  Ontario, 
Canada.  Presented  in  conjunction  with  the  McMaster  University  Medical  Center. 

CURRENT  CONCEPTS  OF  INFECTIOUS  DISEASES,  June  28-30,  in  Jasper,  Al- 
berta, Canada.  Presented  in  conjunction  with  the  Royal  College  of  Physicians  of 
Canada  and  the  University  of  Alberta,  Edmonton,  Alberta,  Canada. 
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respond  to  one 


! 

f According  to  her  major 
atatoms,  she  is  a psychoneu- 
)t  patient  with  severe 
ii  ity.  But  according  to  the 
ii  jription  she  gives  of  her 
■rigs,  part  of  the  problem 
# sound  like  depression. 

I b is  because  her  problem, 
ti  >ugh  primarily  one  of  ex- 
’s ve  anxiety,  is  often  accom- 
Jpd  by  depressive  symptom- 
. qigy.  Valium  (diazepam) 

’ provide  relief  for  both— as 
a Ikcessive  anxiety  is  re- 
\ i,  the  depressive  symp- 
l associated  with  it  are  also 
d hi ' relieved. 

s ft’here  are  other  advan- 
n : in  using  Valium  for  the 
• ;igement  of  psychoneu- 

II  lanxiety  with  secondary 
! sssive symptoms:  the 

notherapeutic  effect  of 
pm  is  pronounced  and 
. This  means  that  im- 
r ument  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Valium 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


0 


, lillance  because  of  their  predisposi- 
’’  habituation  and  dependence.  In 
1 ancy,  lactation  or  women  of  child- 
g age,  weigh  potential  benefit 

I it  possible  hazard, 
iitions:  If  combined  with  other  psy- 
pics  or  anticonvulsants,  consider 
illy  pharmacology  of  agents  em- 
( i;  drugs  such  as  phenothiazines, 
ics,  barbiturates,  MAO  inhibitors 
ner  antidepressants  may  potentiate 
j.  on.  Usual  precautions  indicated  in 
j Its  severely  depressed,  or  with  latent 
Ission,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


REPORT  ON  THE  REHOBOTH  CONFERENCE 


A Conference  for  Physioians  of  local  and  na- 
tional interest  was  held  May  15,  1976  at  the 
; Henlopen  Hotel,  Rehoboth.  The  purpose  of  the 
! conference  was  to  explore  media  ooverage  of 
breast  cancer  and,  concomitantly,  legal  consider- 
ations of  informed  consent.  The  basic  premises 
of  the  conference  were:  that  media  coverage  and 
(I  information  available  to  consumers  have  a direct 
I effect  on  the  provision  of  care  and  the  patient’s 
j request  for  care;  that  the  media  ooverage  does 
.!  provide  important  information  to  women  with 
j regard  to  options  available  for  care;  and  that  be- 
i cause  basic  primary  treatment  for  breast  cancer 
d has  not  yet  been  established  unusual  burdens 
, are  placed  on  the  practicing  physician  for  ob- 
| taining  an  informed  consent. 

The  first  speaker  of  the  morning,  Dr.  Arthur 
F.  Zimmerman  of  Dover,  reviewed  the  present 
state-of-the-art  with  regard  to  breast  surgery  in 
} Delaware.  He  pointed  out  the  dilemmas  which 
are  presented  with  regard  to  selecting  the  ap- 
! propriate  surgery  for  the  appropriate  patient. 

Joanne  Rodgers,  medical  reporter  for  the  Bal- 
timore News- American,  discussed  how  the  media 
gathers,  interprets,  and  disseminates  medical  in- 
formation with  regard  to  breast  cancer.  Mrs. 
Rodgers  presented  herself  as  a true  professional 
! with  the  equivalent  of  a medical  education  with- 
out a degree.  She  showed  great  insight  into  the 
basic  problems  of  interpreting  research  and  re- 
porting to  the  public.  Presenting  herself  as  a 
totally  competent,  well-informed  responsible  re- 
porter whose  information  is  carefully  documented 
I before  publication,  she  obviously  spends  consid- 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*An  NCI-supported  agency  located  at  1200  Jefferson 


Leslie  W.  Whitney,  M.D. 

erable  time  weighing  the  impact  of  her  reports 
on  the  public  in  general. 

William  E.  Hassan,  Jr.,  L.L.B.,  Ph.D.,  of  the 
Peter  Bent  Brigham  Hospital,  Boston,  responded 
with  legal  considerations  including  the  issue  of 
informed  consent.  He  pointed  out  the  basis  of 
the  fact  that  touching  another  person  without 
permission  represents  an  offense  of  battery  and 
that  any  such  touching  may  result  in  a grievance 
brought  against  the  toucher.  He  dispelled  the 
concept  of  implied  consent  whioh  infers  that  the 
presentation  of  a patient  for  treatment  in  an 
office  or  in  an  operating  room  in  and  of  itself 
implies  that  consent  has  been  granted.  He 
pointed  out  that  at  the  present  time,  reasonable 
information  must  be  presented  to  a patient  with 
regard  to  the  surgery  to  be  done,  the  usual 
complications  to  be  expected,  and  the  options  or 
choices  of  treatment  available  to  the  patient. 
Additionally  he  indicated  that  the  information 
provided  must  bear  some  relationship  to  the  in- 
formation that  the  patient  already  has  with 
regard  to  the  disease  process  and  must  address 
itself  to  the  patient’s  level  of  intelligence  and 
information. 

Rose  Kushner,  author  of  Breast  Cancer,  An 
Investigative  Report,  outlined  her  present  Blink- 
ing on  breast  cancer.  She  emphasized  the  im- 
portance of  seeking  treatment  from  a qualified 
oncologist,  emphasized  the  importance  of  a 
second  opinion  prior  to  surgery,  showed  great 
suspicion  with  regard  to  the  accuracy  of  frozen 
seotions  in  America  at  the  present  time,  and 
strongly  recommended  an  interval  between 
biopsy  and  definitive  treatment — and  this  latter 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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New  Members 


for  these  three  reasons:  to  allow  for  a permanent 
evaluation  of  the  material  by  a pathologist,  to 
allow  the  woman  to  adjust  to  the  neoessary  loss, 
and  to  allow  her  some  choice  in  the  options 
available  to  her. 

Of  interest  in  the  panel  response  were  the 
remarks  by  John  Bader,  a looal  attorney,  who 
pointed  out  that  if  there  was  a single  recognized 


and  widely  accepted  primary  treatment  for  breast 
cancer,  there  would  be  no  need  for  the  present 
discussion.  He  also  indicated  that  for  practical 
purposes  the  concept  of  implied  consent  would 
hold;  however,  beoause  of  the  present  contro- 
versy and  discussion,  obtaining  an  informed  con- 
sent is  essential  and  requires  considerable  per- 
sonal effort  on  the  part  of  the  physician. 


ttf  * * 


^ flew  ^YYlemberd 


Kamla  Hira,  M.D.,  a graduate  of  King  George’s  Medical  College, 
Lucknow,  India,  is  an  Anesthesiologist  at  the  Memorial  Division  of 
the  Wilmington  Medical  Center.  She  served  her  internship  in  Eng- 
land, her  residency  in  Canada,  and  was  previously  in  practice  at  St. 
Joseph’s  Hospital,  Yonkers,  New  York.  Doctor  Hira  lives  in  Wilming- 
ton with  her  husband  and  three  children.  She  enjoys  traveling  and 
reading. 


Helmi  Ali  El-Ramli,  M.D.,  practices  Emergency  Medicine  and  is  a 
graduate  of  Ain  Shams  University,  Cairo.  He  served  his  internship 
and  a residency  in  surgery  in  Cairo,  with  additional  residencies  in 
medicine  in  England  and  the  V.A.  Hospital  in  Wood,  Wisconsin.  He 
practices  emergency  medicine  in  Newark.  Doctor  El-Ramli  and  his 
wife  live  in  Hockessin.  He  is  particularly  interested  in  International 
Health  Care  Systems,  electronics,  and  backgammon. 


Herbert  H.  Heym,  M.D.,  is  a 1969  graduate  of  Jefferson  Medical  Col- 
lege. He  served  his  internship  and  residency  at  the  Wilmington 
Medical  Center  and  is  currently  in  private  practice  in  Wilmington.  A 
native  of  Philadelphia,  Doctor  Heym  lives  in  Westtown,  Pennsylvania 
with  his  wife  and  two  sons.  He  likes  tennis,  gardening,  and  photo- 
graphy. 
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SWINE  AND  CHICKENS 


Wyeth  Laboratories  was  required  by  an  ap- 
peals court  decision  in  Texas  to  pay  approxi- 
r mately  $500,000  to  the  parents  of  a child  who 
, had  contracted  polio  shortly  after  receiving  polio 
vaccine  manufactured  by  that  company.  The 
8 decision  was  rendered  in  spite  of  expert  opinion 
by  the  Communicable  Disease  Center  in  Atlanta 
that  the  child’s  disease  was  caused  by  a wild 
polio  virus  unrelated  to  the  vaccine. 

The  American  Academy  of  Pediatrics,  as  well 
as  public  health  officials,  expressed  concern  that 
this  decision  could  have  an  adverse  effect  on 
: future  immunization  programs  carried  out  in 
mass  public  clinics.  It  is  now  planned  to  im- 
i munize  most  of  the  US  population  against  swine 
i virus  influenza,  and  the  public  health  people  are 
i working  to  devise  a clear,  understandable,  and 
I hopefully  legally  correct  informed  consent  to  be 
i used  in  these  mass  inoculation  clinics. 


1- 

A 

ia 

o- 


The  concern  expressed  by  public  health  of- 
ficials at  the  time  of  the  Wyeth  incident  is  now 
coming  to  realization.  The  Parke-Davis  Com- 
pany, one  of  the  largest  manufacturers  of  flu 
vaccine,  has  had  its  liability  insurance  coverage 
cancelled  as  of  July  1.  This,  according  to  Parke- 
Davis,  places  the  company  in  an  “impossible 
situation.”  HEW  has  reacted  to  this  crisis  by 
making  plans  to  ask  Congress  for  legislation  that 
would  indemnify  the  company  against  claims  that 
might  arise  from  inoculation  with  the  flu  vac- 
cine. It  appears  that  once  again  the  medical 
care  system  is  besieged  by  the  liability  insurance 
problem  and  an  already  very  expensive  program 
of  immunization  will  be  made  more  expensive 
in  terms  of  tax  dollars  by  the  government’s 


having  to  assume  the  role  of  an  insurance  com- 
pany. 

The  temptation  to  chuckle  and  say  “I  told  you 
so”  would  be  almost  irresistible  were  it  not  for 
the  realization  that  the  litigious  atmosphere  en- 
gulfing our  nation  threatens  to  stifle  progress 
in  meeting  the  health  needs  of  our  citizens,  not 
to  mention  the  implications  of  the  federal  gov- 
ernment’s assuming  the  role  of  an  insurer  of 
medical  liability. 

With  the  reported  increase  of  suits  against 
lawyers  for  malpractice  and  the  attempts  by 
physicians  to  countersue  in  medical  malpractice 
actions,  it  appears  that  our  court  system  will 
have  to  grow  more  than  the  health  oare  system. 
Depending  on  one’s  point  of  view,  there  is  a 
bright  spot,  however,  and  that  is  the  report  that 
the  law  firm  of  Melvin  Belli  has  suffered  a judg- 
ment against  it  in  the  amount  of  $200,000  stem- 
ming from  the  firm’s  negligence  in  handling  a 
medical  malpractice  suit.  For  those  of  you  who 
have  forgotten,  Mr.  Belli,  dubbed  by  some  of 
the  news  media  as  the  “King  of  Torts,”  is  often 
credited  with  being  the  father  of  the  medical 
malpractice  litigation  boom  of  the  past  decade 
or  so.  If  the  news  account  is  correct,  the  King 
of  Torts  will  lose  some  tarts  since  only  one-half 
of  the  award  against  his  firm  is  covered  by  in- 
surance. 

It  seems  to  me  there  is  a saying  that  goes 
something  like  “chickens  come  home  to  roost.” 

/3 
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Blue  Shield  is  more  than  a service, 
it’s  a relationship. 


For  thirty  years,  Blue  Shield  has  played  a major  role  in  the  life  of  Delaware’s 
medical  community. 


The  service  has  grown  with  the  increase  in  medical  practitioners  and  today 
more  than  95%  of  all  physicians  practicing  in  Delaware  are  members.  In 
addition,  the  Plan  serves  all  of  the  other  providers  of  medical  services. 


But  service  is  never  a bloodless,  me- 
chanical thing — it  is  always  and  most 
importantly  people. 

And  Blue  Shield  of  Delaware  would  like 
you  and  your  office  staff  to  know  better 
the  people  who  make  the  relationship 
work  from  our  side. 


Norman  R.  Tuck 

Director,  Professional  Relations 


Alan  Marshall,  Manager 
Provider  Relations 


Juana  Negri 
Dental 


Provider  Representatives 


Mary  Knapp 


Institutional 


Judy  Downs 
Physician 


Physician 


In  addition,  Blue  Shield  has  set  up  a Service  Section  for  physicians  to  deal 
directly  with  questions  on  claims  payments  and  allowances.  Special  tele- 
phone lines  have  been  installed  for  your  convenience.  Blanche  Mahoney 
and  Rosanna  Brady  are  ready  to  respond  to  your  inquiries  on  652^2740  and 
652-2735.  In  Kent  and  Sussex  Counties  call  1-800-292-9525  toll  free. 

At  Blue  Shield  our  goal  is  to  meet  your  needs — through  service  and  through 
a relationship  based  on  confidence. 

Blue  Shield  s people  are  its  pledge  of  service. 


Blue  Cross « 
Blue  Shield  s 

of  Delaware 
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DELRO  UPDATE 


R.  Walter  Powell,  M.D. 


DELRO  (Delaware’s  PSRO)  has  just  com- 
pleted its  planning  phase  contract  and  entered 
into  a contract  (conditional  phase)  to  begin 
i actual  review  activities.  Should  this  news  be 
welcomed  or  viewed  with  alarm?  I believe  it 
should  be  the  former. 

During  the  last  few  years  the  medical  pro- 
fession has  been  under  steady  attack  from  con- 
> sumer  advocates  and  the  Federal  government 
1 with  charges  that  over-utilization  or  over-pro- 
vision of  medical  care  services  have  greatly  con- 
tributed to  the  rapid  escalation  of  medical  care 
: costs.  In  addition  the  medical  community  has 
been  charged  with  providing  poor  or  at  least 
I uneven  quality  of  medical  care. 

A summary  of  an  April  report  issued  by  the 
President’s  Council  on  Wage  and  Price  Stability, 
1 carried  by  newspapers  nationally,  placed  part  of 
I the  blame  for  pushing  health  care  costs  up  at  a 
j record  speed  on  physicians:  “The  nature  and  ex- 
tent of  services  provided  is  usually  determined 
) by  the  physician  in  a transaction  in  which  the 
i patient  is  often  a passive  participant  . . . When 
i the  patient  goes  to  see  a doctor,  it  is  the  physi- 
cian who  determines  how  and  when  he  comes 
•back,  what  other  medical  services  or  specialists 

Dr.  Powell,  an  internist,  is  President  of  the  Board  of  Directors 
i of  DELRO. 
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he  requires,  what  drugs  he  needs,  and  whether 
he  needs  to  go  to  the  hospital  and  for  how  long.” 

The  response  to  these  types  of  charges  has 
been  a demand  that  the  physician  be  fully  ac- 
countable for  his  actions.  I believe  that  through 
DELRO  the  physicians  of  Delaware  have  an  op- 
portunity to  reply  to  this  challenge  by  imple- 
menting a statewide  physician-run  review  pro- 
gram which  will  demonstrate  their  accounta- 
bility. 

For  the  first  time,  medical  necessity  for  ad- 
mission and  continued  stay  of  Medicare  and 
Medicaid  patients  in  the  hospitals  will  be  based 
on  specific  guidelines  developed  by  Delaware 
physicians.  The  guidelines  will  be  flexible  and 
subject  to  change  as  experience  in  their  use  is 
gained.  Disputes  over  medical  necessity  of  hos- 
pitalization and  length-of-stay  will  be  reviewed 
by  Delaware  physicians  so  that  the  individual 
patient’s  medical,  social,  and  economic  situation 
may  be  assessed  prior  to  reaching  a final  de- 
cision, which  will  be  binding  for  Federal  pay- 
ment purposes.  All  of  this  will  be  done  con- 
currently, ie,  while  the  patient  is  in  the  hospital, 
thereby  eliminating  the  worry  of  retrospective 
denial  of  payment. 

We  will  be  able  to  colleot  data  which  will 
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Pierre  L.  LeRoy,  M.D. 
Harvey  E.  Mast,  M.D. 
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Edwin  A.  Mekanik,  M.D. 

Paul  L.  Ramsey,  M.D. 
Emanuel  M.  Renzi,  M.D 
Albert  Tini,  D.O. 


DATA  COMMITTEE 


Thomas  S.  Vates,  M.D.  (Chairman) 
George  R.  Fisher,  M.D. 


Albert  Tini,  D.O. 


Nizar  Kuseybi,  M.D. 
Bernadine  Z.  Paulshock,  M.D. 


indicate  whether  the  available  health  care  re- 
sources, ie,  hospital  beds,  are  being  appropriately 
utilized.  If  so,  we  will  have  objectively  and  ef- 
fectively demonstrated  that  we  are  making  op- 
timal use  of  these  beds. 

The  performance  of  Medical  Care  Evaluation 
studies  (MCEs),  more  popularly  known  as  medi- 
cal audits,  will  be  done  by  Delaware  physicians 
using  guidelines  developed  by  Delaware  phy- 
sioians.  Any  apparent  deficiencies  in  medical 
care  will  be  evaluated  by  Delaware  physicians, 
and  if  correction  is  necessary,  this  too  will  be 
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the  responsibility  of  Delaware  physicians.  We 
can  thus  assure  the  public  and  government  that 
Federally  financed  patients  are  receiving  a con- 
sistently high  level  of  care,  and  also  provide 
ourselves  with  a unique  opportunity  for  self- 
education. 

Will  this  program  cut  the  cost  of  medical  care? 
This  question  gets  a resounding  “NO”!  It  cannot 
possibly  do  so,  and  even  the  HEW  bureaucrats 
who  are  responsible  for  the  overall  coordination 
of  the  program  say  that  it  can’t.  What  it  can  do, 
however,  is  demonstrate  that  hospitalizations  and 
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lengths-of-stays  are  appropriate  and  that  good 
quality  care  is  being  delivered.  The  hope  is  that 
the  program  will  act  to  contain  costs,  ie,  slow 
down  the  rate  of  increase  of  hospital  health  care 
costs,  and  also  assure  that  the  Federal  health  care 
dollar  is  being  well  spent. 

I cannot  emphasize  strongly  enough  that  the 
program  will  be  done  by  and  under  the  direction 
of  Delaware  physicians  so  that  we  need  not  fear 
that  the  “government”  will  dictate  medical  care 
to  us.  The  program  will  be  a strong  one  because 
I we,  the  physioians  of  Delaware,  will  make  it  so. 

The  staff  of  DELRO,  including  myself,  have  a 
i monumental  task  in  educating  everyone  involved 
<;  as  to  the  intricacies  of  these  activities.  Such 
I education  has  begun  and  will  become  much  more 
i visible  in  the  near  future  through  meetings,  train- 
ing sessions,  etc.,  and  will  certainly  continue  for 
as  long  as  this  program  is  in  operation. 

During  the  planning  phase  DELRO  recruited 
membership,  trained  itself,  and  formulated  plans. 
The  plans  are  well  made.  Now  in  the  next  phase 
(conditional),  we  will  effect  them. 


JOHN  G.  MERKEL 
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STROKE  AND  TRANSIENT  ISCHEMIC 
ATTACK:  DIAGNOSIS  AND  MANAGEMENT 


Charles  L.  Reese,  III,  M.D. 


From  the  time  of  the  ancients,  “stroke”  has 
implied  an  illness  arriving  with  the  swiftness  of 
a stroke  of  lightning,  ie,  with  sudden  onset  and 
with  bad  prognosis.  Strokes  have  been  divided 
into  hemorrhagic  and  non-hemorrhagic  varieties 
for  years,  but  the  advent  of  anticoagulants  and 
platelet  inhibiting  agents  has  made  it  important 
to  distinguish  between  hemorrhagic  and  non- 
hemorrhagic  lesions,  in  order  to  set  up  a rational 
plan  of  treatment.  In  addition,  early  recognition 
of  the  predisposing  factors  leading  to  cerebro- 
vascular disease  may  make  it  possible  to  avoid 
future  stroke  in  some  patients,  while  in  others, 
arterial  disease  already  present  may  be  treat- 
i able.  Before  going  on  to  the  treatment  of  specific 
j types  of  stroke,  therefore,  it  is  necessary  to  con- 
| sider  the  factors,  both  general  and  localized, 
which  lead  to  stroke. 


General  Etiologic  Factors  Leading 
to  Vessel  Occlusion 


I Among  the  general  factors  leading  to  occlusive 
vascular  disease  are  conditions  which  lead  to  an 
increased  inoidence  of  arteriosclerosis.  These  in- 
; elude  hypertensive  vascular  disease,  hyperlipi- 
I demia,  and  diabetes  mellitus.  In  treating  hyper- 
: tension,  diastolic  pressures  greater  than  110  mm 
l are  undesirable,  in  that  vasospasm  is  thought  to 
occur  above  this  level.  On  the  other  hand,  ag- 
| gressive  therapy  of  hypertension  may  lead  to 
I symptoms  of  cerebral  vascular  insufficiency  when 
I longstanding  elevated  pressure  is  returned  to 
| normotensive  levels.  In  such  a patient,  aiming 


? Dr.  Reese  is  a senior  member  in  the  Department  of  Medicine, 
K Section  of  Neurology,  Wilmington  Medical  Center. 

Del  Med  Jrl,  June  1976 — Vol  48,  No  6 


towards  a diastolic  pressure  between  90  and  110 
mm  is  advisable. 

Increased  platelet  aggregation,  which  may  lead 
to  stroke,  has  been  found  in  diabetes  mellitus 
and  after  cigarette  smoking.  A marked  increase 
in  platelet  aggregation  following  acute  myocard- 
ial infarction  and  early  in  the  course  of  stroke 
has  also  been  noted.1 

One  must  also  consider  the  effect  of  reduced 
cerebral  perfusion  occurring  with  postural  hypo- 
tension. Lightheadedness,  blurring  of  vision, 
and  actual  syncope  on  standing  may  occur  after 
the  use  of  phenothiazines  and  other  drugs,  and 
with  the  Shy-Drager  syndrome,  which  is  mani- 
fested by  postural  hypotension,  Parkinsonism, 
and  incontinence. 

Inflammatory  vascular  diseases,  including  tem- 
poral arteritis,  periarteritis  nodosa,  and  lupus 
erythematosis,  are  a cause  of  stroke.  Elevation 
of  the  erythrocyte  sedimentation  rate  is  the  most 
important  diagnostic  criterion  in  this  group.  It 
is  also  important  to  remember  the  vasospastic 
episodes  associated  with  migraine;  hemiplegic 
migraine  in  the  young  may  appear  in  the  guise 
of  stroke,  but  the  rigid  personality,  accompany- 
ing visual  aura,  and  the  succeeding  headache 
should  help  to  make  the  diagnosis.  It  is  im- 
portant to  distinguish  between  the  severe  head- 
ache of  migraine  and  subarachnoid  hemorrhage. 
Barring  a typical  migraine  history,  the  ultimate 
way  to  distinguish  between  the  two  is  by  lumbar 
puncture,  with  examination  of  the  spun-down 
spinal  fluid  for  xanthochromia. 
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Localized  Biologic  Factors  Leading 

to  Vascuiar  Occlusion 

Localized  factors  include  emboli,  depending 
on  where  they  lodge,  stenoses,  and  thromboses. 
A large  proportion  of  cerebral  emboli  do  not 
originate  in  the  heart  but  may  migrate  from 
plaques  in  the  neck,  or  even  from  the  large  intra- 
cerebral vessels.  Cardiac  emboli  may  arise  from 
mural  thrombosis  following  a myocardial  infarc- 
tion, and  may  be  septic  as  a result  of  bacterial 
endocarditis,  or  rarely,  neoplastic,  as  from  an 
atrial  myxoma.  The  arrival  of  an  embolus  is 
heralded  by  sudden  development  of  a focal  neu- 
rological defioit.  On  the  other  hand,  neuro- 
logical symptoms  resulting  from  reduction  in 
cardiac  output,  as  occurs  in  cardiac  arrhythmias, 
are  entirely  different,  with  focal  symptoms  being 
extremely  rare.  In  the  study  of  Reed  et  al  it 
was  found  that  generalized  symptoms  such  as 
lightheadedness,  faintness,  or  syncope  were  com- 
mon.2 Generalized  seizures  occurred  in  about 
10%  of  the  patients  who  had  arrhythmias,  but 
focal  neurological  symptoms  occurred  in  only 
1%  of  patients,  with  focal  seizures  never  oc- 
curring. 

Occlusive  vascular  disease  in  the  neck  is  most 
commonly  from  narrowing  at  the  carotid  bifurca- 
tion, or  narrowing  at  the  origin  of  the  vertebral 
arteries.  While  actual  occlusion  may  occur, 
usually  resulting  in  a focal  neurological  defioit, 
symptoms  are  not  thought  to  result  from  carotid 
stenosis  until  over  90%  of  the  vessel’s  limit  has 
been  compromised.  In  lesser  degrees  of  stenosis, 
the  most  important  consequences  are  thought 
due  to  the  embolization  of  small  clumps  of  plate- 
lets, fibrin,  and  cholesterol  with  continuing  ac- 
cumulation of  these  on  the  arteriosclerotic  ves- 
sel wall.  Transient  occlusion  of  the  carotid  ar- 
teries is  known  to  occur  by  kinking,  particularly 
in  elderly  individuals,  with  symptoms  occurring 
only  when  the  head  is  turned.  Occlusion  of  a 
vertebral  artery  may  also  be  caused  by  head 
turning  when  a vertebral  osteophyte  obstructs 
flow. 

Intracranial  factors  predisposing  to  stroke  in- 
clude congenital  narrowing  or  atresia  of  part  of 
the  circle  of  Willis  so  that  collateral  circulation 
cannot  develop  after  occlusion  of  one  of  the  ma- 
jor vessels  supplying  the  circle.  In  addition. 


peripheral  collateral  channels  exist  between  an- 
terior, posterior,  and  middle  cerebral  arteries,  so 
that  while  the  occlusion  of  one  major  vessel  may 
not  immediately  lead  to  a neurologic  defect,  that 
vessel  will  in  the  future  be  unavailable  as  a 
source  of  collateral  blood  flow. 

Finally,  stroke  may  be  caused  by  occlusion  of 
small  penetrating  branches  of  the  cerebral  ar- 
teries, in  the  basal  ganglia,  internal  capsule,  and 
pons.  This  is  known  as  the  lacunar  state,  and  is 
seen  in  elderly  hypertensives.  The  clinical  syn- 
dromes accompanying  the  lacunar  state  include 
pure  motor  hemiplegia  due  to  internal  capsule 
or  pontine  infarction,  and  hemisensory  loss  due 
to  thalamic  infarction.3 
Transient  Ischemic  Attacks 

By  definition  a patient  with  a transient 
ischemic  attack  (TIA)  experiences  one  or  more 
episodes  of  temporary  and  focal  cerebral  dys- 
function, lasting  from  a minute  or  two  to  less 
than  24  hours,  leaving  no  focal  residual  neuro- 
logic deficit.  It  is  currently  felt  that  such  epi- 
sodes are  more  likely  secondary  to  emboli  origi- 
nating in  the  carotid  or  vertebral  systems  than 
due  to  a decrease  in  cerebral  perfusion.  If  suc- 
cessive episodes  involve  different  areas  of  the 
brain,  it  may  be  assumed  that  emboli  must  be 
traveling  through  more  than  one  vessel  from  a 
common  proximal  source.  If  the  same  neuro- 
logical deficit  reappears,  disease  within  a single 
carotid  or  vertebral  artery  can  be  postulated. 
Further  diagnostic  aids  are  the  history  of  tran- 
sient visual  loss  in  the  ipsilateral  eye  ( amaurosis 
fugax),  or  the  finding  of  a carotid  bruit  on  the 
same  side.  A bruit  in  the  subclavian  area  may  be 
significant  if  the  neurological  deficit  appears  to 
involve  the  territory  supplied  by  the  basilar- 
vertebral  system. 

Assuming  the  episodes  have  been  transient, 
one  would  expect  that  further  diagnostic  tests 
such  as  the  brain  scan,  EEG,  and  computerized 
tomography  scan  (CTT)  would  be  normal.  Ar- 
teriography, on  the  other  hand,  may  be  expected 
to  show  some  degree  of  stenosis  in  the  appropri- 
ate neck  vessel.  The  decision  as  to  whether  ar- 
teriography is  to  be  carried  out  will  depend  on 
the  treatment  planned.  Arteriography  has  a 
small  but  definite  risk;  carotid  endarterectomy 
has  greater  risks,  even  in  the  best  of  hands. 
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Sundt  et  al,  in  a recent  study,  divided  the  sur- 
gical risks  into  four  categories,  with  the  lowest 
percentage  of  risks  (1%)  involving  patients  who 
were  under  70  years  old,  who  did  not  have  dia- 
betes or  hypertension,  and  who  had  a single  ar- 
teriosclerotic vessel.4  The  other  end  of  the  scale 
involved  a 10%  complication  risk  in  patients 
who  were  over  70,  who  had  diabetes  or  hyper- 
tension, or  who  had  experienced  a recent  myo- 
cardial infarction.  The  patients  in  a high  risk 
group,  in  general,  were  felt  not  to  be  surgical 
candidates. 

Moreover,  there  is  recent  evidence  that  pa- 
tients treated  medically  may  do  just  about  as 
well  as  those  treated  surgically.  In  a study  car- 
ried out  by  Janeway  and  associates,  77  patients 
treated  medically  were  matched  against  the  same 
number  treated  surgically.5  The  medical  group 
experienced  more  recurrent  TIA’s,  but  the  mor- 
tality rate  was  no  greater  than  in  the  surgically 
treated  group.  The  medical  group  developed  an 


only  slightly  greater  number  of  completed  strokes 
in  the  follow-up  period. 

The  question  arises  as  to  which  medical  treat- 
ment is  appropriate  for  recurrent  TIA’s  alone. 
In  Janeway ’s  study,  one  group  was  given  anti- 
coagulants, the  other  placebo.  The  group  treated 
with  anticoagulants  suffered  fewer  TIA’s  in  the 
follow-up  period  but  experienced  more  fatal 
strokes.  Nevertheless,  the  two  groups  ended  up 
with  the  same  number  of  deaths,  because  the 
untreated  group  experienced  more  fatal  myo- 
cardial infarctions  than  the  treated  group.  Con- 
trolled studies  as  to  the  helpfulness  of  platelet 
inhibiting  agents  are  underway,  but  the  con- 
clusions have  not  as  yet  been  reported.6 

Thus,  the  treatment  of  TIA  remains  in  flux, 
with  surgioal  technique  improving,  while  at  the 
same  time  medical  treatment  may  be  improving 
with  the  introduction  of  antiplatelet  agents.  At 
present,  the  ideal  surgical  patient  would  seem 
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to  be  one  with  single  vessel  disease,  no  neuro- 
|!  logical  residual,  and  no  heart  disease,  hyperten- 
sion, or  diabetes. 

Treatment  of  the  Completed  Stroke 

The  completed  stroke  is  one  in  which  a focal 
3 deficit  persists  beyond  24  hours.  History  and 
physical  examination  can  determine  the  location 
of  the  lesion,  and  further  laboratory  tests  may 
■j  give  some  indication  as  to  whether  the  origin 
i of  the  stroke  is  arteriosclerotic,  embolic,  due  to 
an  inflammatory  process,  or  one  of  the  other 
I causes  discussed  earlier.  The  primary  distinc- 
I tion  to  be  made  is  whether  the  stroke  is  hemor- 
d rhagic  or  non-hemorrhagic,  since  some  consider- 


'd to  treatment  with  anticoagulants  or  antiplatelet 
?j  agents.  This  is  particularly  true  where  an  em- 
bolic  etiology  for  stroke  is  suspeoted.  Until  re- 
I cently,  the  only  way  that  this  determination 
S could  definitely  be  made  was  through  the  finding 
ij  of  xanthochromic  cerebrospinal  fluid  at  the  time 
of  lumbar  puncture.  However,  a hemorrhage 
or  hemorrhagic  infarction  may  be  small  enough 
so  that  blood  reaches  neither  the  ventricles  nor 
subarachnoid  pathways.  In  this  situation  the 
i computerized  axial  tomography  ( CTT ) soan  may 
1 well  be  positive,  by  virtue  of  the  high  density 
i i of  a hemorrhagic  area  compared  to  normal  brain, 


and  anticoagulants  would  naturally  be  contra- 
indioated.7 

If  developing  cerebral  edema  and/or  hemor- 
rhage leads  to  a deepening  level  of  consciousness 
with  increased  intracranial  pressure,  the  use  of 
corticosteroids,  particularly  dexamethasone,  may 
be  considered.  If  deterioration  progresses,  re- 
peated CTT  scan  or  arteriography  will  be  neces- 
sary to  determine  whether  an  expanding  hema- 
toma is  present.  If  found,  and  surgically  ac- 
cessible, evacuation  of  the  hematoma  may  be 
lifesaving. 

In  summary,  it  is  worthwhile  to  try  to  deter- 
mine the  factors  leading  to  stroke  so  that  a ra- 
tional treatment  plan  can  be  established.  This 
applies  not  only  to  the  completed  stroke  but  more 
importantly  to  preventative  management  in  order 
to  try  to  avoid  future  strokes. 
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MEDICAL  ASPECTS  OF  SCUBA  DIVING 
AND  UNDERWATER  PHOTOGRAPHY 

Bernard  W.  Mayer,  M.D. 


Man  has  been  interested  in  the  sea  and  its 
)!  contents  for  centimes.  The  earliest  known  record 
31  of  an  underwater  breathing  device  dates  back 
1 to  900  B.C.  Since  then,  numerous  inventors,  in- 
3 eluding  Leonardo  da  Vinci,  have  devised  equip- 
i ment  to  enable  man  to  explore  and  recover  ob- 
| jects  lost  to  the  sea. 

In  1819,  August  Siebe  invented  the  diver’s 
I hardhat  helmet  and  suit  for  which  he  claimed  a 
I!  working  depth  of  180  feet.  Air  was  pumped 
■ from  the  surface  into  the  helmet  through  hoses 
that  restricted  the  divers  activities  below.  In 
j the  middle  of  die  20th  Century,  a metallurgic 
I breakthrough  occurred  with  die  advent  of  the 
steel  cylinder  into  which  air  could  be  compressed 
and  made  available  to  the  diver.  In  1937  Com- 
mander de  Corlieu  of  France  invented  the  flipper, 
the  principle  of  which  is  still  used  today  as  the 
means  of  locomotion  under  water. 

Cousteau’s  Contribution 

The  man  most  credited  with  the  development 
[ of  diving  as  we  know  it  today  is  Captain  Jacques- 
Yves  Cousteau.  Using  the  principle  of  the  Le 
Prieur  diving  tank,  Cousteau  made  his  own  model 
in  1938.  It  consisted  of  a motorcycle  air  chamber 
| and  a botde  of  oxygen  strapped  to  his  waist, 
i The  joy  of  what  he  saw  under  water  was  over- 
| shadowed  by  near  tragedy  when,  at  a depth  of 
j 50  feet,  he  suddenly  jettisoned  his  weights  just 
[ prior  to  a convulsive  seizure.  After  rising  to  the 
surface,  he  was  dragged  aboard  a waiting  boat. 
His  second  diving  attempt,  one  year  later  with 
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the  same  apparatus,  resulted  in  a seizure  more 
severe  than  the  first.  As  time  passed,  Cousteau 
met  Emile  Gagnon,  an  expert  on  industrial  gas, 
who  was  working  on  the  use  of  compressed  coal 
gas  to  run  automobiles  because  of  the  gasoline 
shortage  of  the  1940’s.  Together  they  developed 
the  Aqualung  and  the  demand  regulator  using 
compressed  air  in  cylinders  instead  of  oxygen. 
Sport  diving  was  bom,  and  the  diver  was  free 
to  swim  as  independent  of  the  surface  as  the 
fish  of  the  sea  because  of  his  self-contained  un- 
derwater breathing  apparatus  (scuba). 

Scuba  has  opened  new  horizons  for  man’s  ex- 
ploration. It,  along  with  improvement  of  photo- 
graphic equipment  and  film  designed  for  use 
under  water,  allowed  him  to  record  his  discover- 
ies for  others  to  see.  Plastic  cases  are  available 
for  most  movie  and  35  mm  cameras  as  well  as 
most  of  the  Kodak  Instamatic  cameras  that  are 
popular  today.  Movie  fights,  flash  cubes,  flash 
bulbs,  and  electronic  flash  can  be  used  underwa- 
ter as  easily  as  on  the  surface.  Resort  areas  in  the 
Florida  Keys  and  the  Caribbean  offer  scuba 
diving  as  part  of  their  recreational  facilities,  and 
after  one  hour  of  training  in  the  pool,  the  tourist 
can  find  himself  in  30  feet  of  ocean  with  rented 
scuba  equipment  on  his  back  and  a rented  cam- 
era in  his  hand.  As  a result,  scuba  diving  has 
increased  in  popularity  by  some  103%  since  1970. 

Another  factor  contributing  to  the  increased 
public  interest  in  diving  is  the  number  of  readily 
available  formal  courses  to  train  and  certify 
divers.  In  all  instances,  the  potential  diver  is 
required  to  present  a medical  certificate  stating 
that  he  is  in  good  health  and  able  to  tolerate  ex- 
posure to  the  disciplines  of  scuba  diving.  The 
physician  must,  therefore,  have  a working  knowl- 
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edge  of  these  disciplines  so  that  he  may  approve 
or  reject  a diver  for  valid  reasons  and  also  that 
he  may  be  of  some  assistance  when  confronted 
with  a diving  accident. 

Scuba  diving  is  an  exacting  sport  that  involves 
both  medical  and  physical  principles  and  leaves 
little  room  for  error.  Physical  principles  include 
the  application  of  Archimedes’  principle,  Boyle’s, 
Charles’,  Dalton’s,  and  Henry’s  Laws,  which  are 
concerned  with  buoyancy,  compression  of  gas, 
expansion  of  gas,  partial  pressures  of  gas  mix- 
tures, and  the  solubility  of  gas  in  a liquid  media. 
Breathing  pure  oxygen  below  a thirty-foot  depth 
is  contraindicated  and  results  in  oonvulsive 
seizures.  A diver’s  tank  is  therefore  filled  with 
oompressed  air,  and  the  main  gases  of  ooncern 
are  N2,  O2,  and  CO2.  Carbon  monoxide  is  also 
of  concern  but  only  as  a potential  contaminant 
because  of  the  improper  use  of  air  compressors 
when  filling  scuba  tanks. 

The  medical  principles  involved  include  phy- 
sical stamina,  general  health,  mental  stability 


and  judgment,  and  the  ability  to  survive  in  a 
hyperbaric  world. 

Stamina  and  Skill  Needed 

Some  degree  of  physical  stamina  is  required 
by  a student  diver  at  the  very  beginning  of  a 
scuba  diving  oourse  when  he  must  demonstrate 
the  following  skills  without  added  equipment: 

1.  Tread  water  for  three  minutes  using  legs 
only. 

2.  Stay  afloat  for  15  minutes. 

3.  Demonstrate  the  ability  to  perform  the  side 
stroke,  the  back  stroke,  and  the  crawl. 

4.  Swim  300  yards  using  any  stroke. 

5.  Tow  an  inert  swimmer  40  yards. 

6.  Swim  75  feet  underwater  using  only  one 
breath. 

Having  demonstrated  these  skills,  the  student 
is  taught  the  use  of  mask,  snorkel,  and  fins,  how 
to  clear  a flooded  mask,  the  use  of  tanks  and 
regulator,  and  methods  of  putting  them  on  and 
removing  them  under  water  as  well  as  on  the 
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FIGURE  1 

Diver  in  the  hyperbaric  world,  depth  90  feet. 


surface.  He  is  also  taught  the  use  of  the  life 
vest  (called  a buoyancy  compensator ) , the 
management  of  a panicked  diver,  and  methods  of 
bringing  an  unconscious  diver  to  the  surface, 
shore,  or  boat.  Buddy  breathing  and  snorkel-to- 
mouth  respiration  as  well  as  cardiopulmonary 
resuscitation  are  also  taught.  Each  of  these  is  a 
potential  panic  situation  and  therefore  requires 
mental  stability  and  judgment  as  well  as  physical 
stamina  and  good  health.  Panic  is  a diver’s  worst 
hazard,  but  with  proper  training  it  can  be  con- 
trolled. In  his  evaluation  of  the  potential  diver, 
the  physician  should  consider  persons  of  a reck- 
less nature  very  carefully.  A person  of  this  type 


is  the  one  most  likely  to  dive  into  caves,  onto 
shipwrecks,  and  under  ice  without  proper  prepar- 
ations, only  to  become  trapped  and  drown. 

The  Hyperbanc  World 

The  hyperbaric  world  of  a diver  begins  im- 
mediately upon  leaving  the  water’s  surface  since 
every  foot  of  depth  adds  0.445  psi  of  pressure  to 
the  tissues  and  air  spaces  of  his  body  in  addition 
to  the  surface  atmospheric  pressure  of  14.7  psi. 
The  effect  of  increasing  pressure  is  exerted  on 
such  structures  as  the  tympanic  membrane,  the 
sinuses,  and  air  contained  in  improperly  filled 
teeth.  Pressures  on  the  ear  drum  may  be  equal- 
ized by  swallowing,  wiggling  the  jaw  from  side 
to  side,  or  pinching  the  nose  shut  and  attempting 
to  exhale  through  it.  This  maneuver  allows  air 
to  enter  the  middle  ear  by  way  of  the  eustachian 
tube;  pressures  on  both  sides  of  the  ear  drum 
are  equalized,  and  rupture  of  that  structure  is 
avoided.  Diving  is  contraindicated  in  the  pres- 
ence of  an  upper  respiratory  infection  because 
of  the  inability  to  clear  the  ears  and  sinuses  in 
the  presence  of  inflamed  and  congested  muoosa. 
Decongestants  may  be  useful,  but  their  effects 
may  wear  off  while  diving,  oausing  air  trapping 
within  the  middle  ear  or  sinuses,  and  an  outward 
rupture  of  the  drum  or  severe  sinus  pain  on 
ascent  because  of  expansion  of  trapped  air  in  a 
closed  space.  Chronic  perforation  of  the  tym- 
panic membrane  is  also  a contraindication  to 
diving,  and  ear  plugs  are  of  no  use. 

At  a depth  of  100  feet,  the  ambient  pressure  is 
4 atm  or  58.8  psi  or  3040  mmHg.  The  pCte  is 
608  mmHg;  pN2  is  2432  mmHg,  and  the  P002  is 
152  mmHg.  Nitrogen,  whioh  is  ordinarily  an 
inert  gas,  becomes  narcotic  when  breathed  under 
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pressure  and  is  responsible  for  nitrogen  narcosis 
or  “rapture  of  the  deep.”  Its  effect  occurs  in 
three  stages  starting  at  a depth  of  100  feet: 

1.  Mild  and  pleasant  drunkenness 

2.  Release  of  inhibitions  ( The  diver  may  chase 
fish  to  deeper  levels;  his  calculations  and 
judgment  are  impaired.) 

3.  Complete  relaxation  (The  diver  may  lose 
his  sense  of  direction  and  self-preservation. ) 

Individual  effects  vary  and  are  sometimes  re- 
lated to  alcohol  tolerance.  Nitrogen  narcosis 
may  be  prevented  by  limiting  diving  depth  to 
the  US  Navy  standard  of  125  feet. 

Air  embolism,  pneumothorax,  and  pneumo- 
mediastinum are  all  associated  with  return  to 
the  surface.  Persons  with  obstructive  pulmonary 
diseases  such  as  asthma,  emphysema,  and  bron- 
chial scarring,  fungal  disease,  previous  history 
of  pneumothorax  and  heavy  smokers  should  be 
screened  carefully  and  a chest  x-ray  included  in 
their  physical  evaluation  for  diving.  The  mech- 
anism of  lung  rupture  leading  to  air  embolism, 
pneumothorax,  or  pneumomediastinum  is  best 


AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


Authorized  Ground  Transportation  for  ell  Major  Airlines 

LIMOUSINES 
TO  OR  FROM 

PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-Office-Hotel-Motor  Lodge  . . . 

FOR  RESERVATIONS  OR  INFORMATION 

(302)  655-8878 


explained  by  the  following  illustration:  If  a bal- 
loon is  filled  with  ten  pints  of  air  at  a depth  of 
100  feet  (4  atm),  it  will  contain  40  pints  of  air 
upon  reaching  the  surface  because  of  decreasing 
ambient  pressure  and  expansion  of  gas  volume 
( Boyle’s  Law ) . If  the  balloon  is  not  designed  to 
hold  40  pints  of  air,  it  will  burst.  A diver  must 
always  exhale  while  ascending  from  any  depth. 
Air  embolism  causes  brain  damage  and  death 
unless  the  victim  can  be  immediately  placed  in  a 
decompression  chamber. 

Decompression  Sickness 

Decompression  sickness  ( bends,  ohokes,  diver’s 
itch,  staggers)  is  caused  by  rapid  ascent  result- 
ing in  the  formation  of  nitrogen  bubbles  in  the 
blood  stream  because  of  the  rapid  release  of  in- 
creased tissue  and  blood  levels  of  nitrogen.  The 
most  common  illustration  is  that  of  uncapping  a 
soda  bottle  and  the  resulting  bubble  formation 
due  to  the  sudden  release  of  gas  that  was  in  solu- 
tion under  pressure.  The  depth  and  duration 
of  a dive  determine  the  occurrence  of  decom- 
pression sickness.  It  can  be  prevented  by  the 
adherence  to  Navy  decompression  tables. 

Certain  factors  that  predispose  individuals  to 
the  bends  are: 

1.  Individual  tolerance 

2.  Obesity  (Nitrogen  is  stored  in  fat.) 

3.  Age  (poor  circulation) 

4.  Post-alcoholic  state 

5.  Exercise 

6.  Diving  in  cold  water  (increased  solubility 
of  N2) 

The  treatment  of  decompression  sickness  is 
the  immediate  transfer  of  the  victim  to  a decom- 
pression chamber  while  administering  100%  oxy-  j 
gen,  and  flying  at  a low  altitude  if  transported 
by  air. 

Other  medical  problems  that  deserve  scrutiny  j 
are:  physical  handicaps  affecting  maneuvera- 
bility; mental  retardation;  diabetes  (timed  in- 
sulin administration ) ; epilepsy  ( seizures  lead  to 
drowning);  claustrophobia  (panic  in  murky  wa-  ! 
ters);  suicidal  tendencies;  and  allergies  to  insect 
stings  and  bites  (coral,  vegetation,  and  marine 
life  seorete  substances  that  may  be  allergenic.) 
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Persons  wearing  glasses  need  not  be  rejected 
since  prescription  lenses  may  be  cemented  into 
the  diving  mask  to  maintain  normal  vision  under 
water. 

Medical  Aspects  of  Underwater  Photography 

The  medical  aspects  of  underwater  photo- 
graphy are  essentially  the  same  as  the  medical 
| aspects  of  scuba  diving.  The  photographer  must 
always  remember  that  he  is  primarily  a diver  and 
; secondarily  a photographer.  He  must  also  con- 
tinue to  be  aware  of  his  surroundings  and,  in  ad- 
: dition,  of  the  duration  of  his  air  supply,  his 
depth,  duration,  and  direction  of  the  dive.  Hold- 
i<  ing  one’s  breath  while  taking  a picture  can  cause 
air  embolism  or  pneumothorax  during  the  inad- 
; vertent  rise  of  the  photographer  toward  the  sur- 
face while  oonoentrating  on  a photographic  sub- 
ject. Discharging  flash  bulbs  or  electronic  flash 
or  carrying  shiny,  sparkling  equipment  may  pro- 


voke an  attack  by  fish  of  prey  such  as  sharks  and 
barracuda.  The  flash  gun  may  also  be  used  as 
a weapon  to  scare  off  an  attacking  fish  of  prey. 
Flash  bulbs  that  have  been  exposed  to  under- 
water pressure  may  explode  when  used  later  on 
the  surface  and  therefore  should  be  discharged 
in  a shielded  reflector.  The  diver  should  never 
poke  his  hand  blindly  into  a crevice  of  coral  or 
other  blind  cul-de-sac  to  entice  an  eel  or  a lob- 
ster to  move  for  an  action  shot.  The  moray  eel 
is  quicker  than  the  hand  and  sometimes  must 
be  decapitated  before  it  will  release  its  grip. 

Diving  teaohes  self-oonfidence  to  the  meek, 
humility  to  the  bold,  initiative  to  the  withdrawn, 
and  philosophy  to  all. 
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THE  ESTIMATION  OF  SURGICAL  RISK 


Harold  F.  Chase,  M.D. 


Quantitation  of  the  risk  of  undergoing  surgery 
is  complicated  to  achieve.  Keats  defines  risk  as 
“hazard  or  danger  of  exposure  to  loss  or  injury.”1 
He  further  points  out  that  the  sicker  the  patient, 
the  more  apt  he  is  to  die,  whether  or  not  he  is 
operated  upon  or  whether  or  not  he  is  anes- 
thetized. 

Papper  divides  the  risk  of  complicating  mor- 
bidity or  death  following  surgery  into  three  in- 
fluencing factors:  the  patient’s  clinical  status,  the 
risk  of  surgery  per  se,  and  the  anesthetic  risk  per 
se.2 

The  patient’s  clinical  status  needs  to  be  com- 
pared with  probability  of  survival  tables  for  pa- 
tients of  the  same  status  and  age.  The  risk  of 
surgery  involves  the  probability  of  technical  sur- 
gical complications  not  due  to  patient  status  or 
age.  Different  anesthetic  methods  present  dif- 
i ferent  risks. 

In  reviewing  the  literature  marked  differences 
from  one  hospital  to  another  may  be  found  in 

! mortality  for  a single  operation  such  as  cholecys- 
tectomy,3 reflecting  in  part  different  clientele  and 
possibly  different  technical  status  of  those  per- 
! forming  the  surgery  and/or  anesthesia.  It  has 
been  said  that  one  should  not  buy  an  automobile 
assembled  in  Detroit  on  a Monday  or  a Friday; 
sometimes  it  seems  that  it  may  be  better  in  some 
| hospitals,  not  to  be  operated  on  on  Monday  fol- 
lowing a Sunday  preparation  or  on  Friday  be- 
cause of  the  diminished  nursing,  laboratory,  and 
ancillary  care  available  during  the  weekend.  The 
staffing,  skill,  and  esprit  de  corps  of  the  personnel 
of  the  operating  room,  recovery  room,  intensive 
care  unit — in  fact,  of  the  whole  hospital  team — 
— 

Dr.  Chase  is  Professor  of  Anesthesiology  at  Jefferson  Medical 
College  of  Thomas  Jefferson  University. 


This  paper  was  adapted  from  a presentation  which  was  part 
of  the  ’ 7 5 - ’ 7 6 series  Continuing  Medical  Education  for  Delaware 
Physicians. 


bear  a heavy  responsibility  for  success  or  failure 
of  surgery. 

The  Risk  of  Dying 

Let  us  try  to  get  some  concept  of  the  overall 
risk  of  dying  after  surgery  and  anesthesia.  The 
risk  of  dying  during  or  following  a surgical  pro- 
cedure in  the  United  States  has  been  estimated 
to  be  from  1 to  1.5  deaths  for  every  100  opera- 
tions. Beecher  and  Todd  in  their  review  of 
600,000  operative  procedures  collected  from  ten 
teaohing  hospitals  found  135  deaths  occurring 
per  10,000  operations,  or  one  death  per  74  oper- 
ations (1.5%). 4 Of  the  135,  106  were  attributed 
to  patients’  disease,  23  to  complications  of  sur- 
gery, and  6 to  anesthesia.  The  Baltimore  Anes- 
thesia Study  Commission  collected  data  from  20 
Baltimore  hospitals  over  a period  of  five  and  a 
half  years.  Using  their  figures  and  figures  from 
the  National  Health  Survey,  Phillips  estimated 
that  four  of  every  10,000  Baltimore  residents  op- 
erated upon  during  that  period  died  from  anes- 
thesia.5 Extrapolating  from  these  figures  he  ar- 
rived at  an  estimate  of  the  risk  to  a US  citizen 
of  dying  from  anesthesia  as  2.87  per  100,000  as 
compared  with  a risk  rate  of  364  for  heart  dis- 
ease and  157  for  cancer.  Risk  of  anesthesia 
compares  with  risk  of  dying  from  muscular  dys- 
trophy (0.78  per  100,000)  or  multiple  sclerosis 
(0.77  per  100,000). 

Risk  of  death  in  surgery  is  closely  related  to 
sex  and  age.  In  the  Baltimore  study,  the  mean 
death  rate  attributable  to  anesthesia  for  males 
was  7.1  and  for  females  2.7  per  10,000  operations. 
Mortality  was  equal  between  sexes  only  in  the 
group  15  to  24  years  old.  Mortality  rates  were 
high  in  the  very  young  and  increased  sharply 
after  age  50.  Similarly,  in  a review  of  15,000 
cases  at  the  Karolinska  Institute  in  Stockholm 
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where  overall  mortality  from  operation  was  1%, 
mortality  for  males  was  greatest  during  the  work- 
ing life  of  males  and  was  exceeded  by  mortality 
in  females  only  in  the  retirement  age  group.6 
Will  “women’s  lib”  alter  this  distribution  in  years 
to  oome?  Will  the  stress  and  trauma  of  the 
workaday  world  create  more  need  for  surgery  in 
women? 

Statistics  from  the  Bronx  Municipal  Hospital 
group  also  demonstrate  the  greater  risk  in  sur- 
gery of  children  and  the  very  old.7  Their  high 
average  mortality  rate  of  1.8%  undoubtedly  re- 
lates to  the  fact  that  this  is  a large  city  institu- 
tion and  that  many  problem  oases  are  referred  to 
suoh  a teaching  hospital,  that  the  general  nutri- 
tional and  physical  status  of  the  patients  may  be 
poorer,  and  that  these  patients  may  delay  enter- 
ing the  hospital  for  economic  and  social  reasons. 

If  the  risk  of  surgery  is  so  great  in  geriatric 
patients,  when  should  one  operate  in  the  faoe  of 
such  increased  risk?  Some  believe  that  surgery 
of  the  very  old  is  “unwarranted  interference.” 
Santos  and  Gelpem  have  related  their  experience 


at  Oak  Forest  Hospital,  a chronic  disease  hospital 
in  Chicago.8  They  compared  their  overall  mor- 
tality rate  of  5%  in  the  70  year  and  over  group 
with  that  of  other  reported  series  which  ranged 
from  8 to  21  percent.  They  found  the  greatest 
mortality  to  result  from  chest,  gastro-intestinal, 
and  biliary  surgery.  One  must  bear  in  mind  that 
even  minor  operations  in  the  older  group  bear  a 
significant  mortality  risk,  but  we  are  of  the 
opinion  that  elderly  patients  should  not  be  de- 
nied surgical  intervention  on  the  basis  of  age 
alone  when  the  operation  oan  make  their  remain- 
ing years  more  comfortable. 

Relationship  of  Physical  Status 
to  Surgical  Risk 

Soon  after  the  American  Society  of  Anesthesi- 
ologists was  formed  it  officially  adopted  a classi- 
fication of  “Anesthetic  Risk”  for  patients.  In  the 
1950’s  it  was  realized  that  in  reality  what  was 
being  judged  was  not  anesthetic  risk  but  “Phy- 
sical Status”  of  patients,  and  the  classification  was 
revised  and  renamed.  ( Table  1 ) 
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TABLE  1 

CLASSIFICATION  OF  PHYSICAL  STATUS 

I.  A normal  healthy  patient 

II.  A patient  with  mild  to  moderate  systemic  dis- 
ease 

III.  A patient  with  severe  systemic  disease  that 
limits  activity  but  is  not  incapacitating 

IV.  A patient  with  severe  systemic  disease  that 
limits  activity  and  is  a constant  threat  to  life 

V.  A moribund  patient  not  expected  to  survive  24 
hours  with  or  without  operation 

(An  emergency  operation  is  preceded  by  an 
E.) 

Over  ensuing  years,  in  reviewing  mortality  and 
morbidity  statistics,  it  has  become  apparent  that 
in  reality  physical  status  is  very  closely  related 
to  surgical  risk  as  shown  in  the  following  ex- 
amples. In  the  Bronx  Municipal  Hospital  Study, 
mortality  was  highest  for  Physical  Status  groups 
III  and  IV.  The  relatively  low  operative  mortal- 
ity in  the  moribund  group  V may  be  indicative 
that  in  many  of  these  patients  relieving  opera- 
tions, such  as  colostomies,  may  have  been  per- 
formed rather  than  definitive  surgery.  A con- 
trasting group  of  68,000  patients  of  whom  93% 
were  of  Physical  Status  I or  II  were  reported  by 
Vaoanti  from  11  naval  hospitals  whose  clientele 
were  in  large  proportion  a physically  selected 
group.9  Here  the  average  mortality  was  0.39% 
and  in  group  V patients  only  9.4%.  Mortality 
when  only  elective  cases  were  considered  was 
0.24%,  or  one  death  in  400  operations.  In  emer- 
gency situations  mortality  was  1.2%. 


The  deaths  reported  by  Physical  Status  groups 
in  the  Karolinska  Institute  study  corroborate  the 
usefulness  of  Physical  Status  classification  in  de- 
fining risk  from  operation  and  anesthesia.  The 
majority  of  deaths  ooourred  in  their  Class  IV 
group. 

It  is  thus  apparent  that  classification  by  physi- 
cal status  can  be  helpful  in  estimating  risk  in 
surgery.  Variables  recorded  in  medical  history 
and  physical  examination  are  not  easily  quanti- 
sed. For  instance,  the  degree  of  respiratory 
insufficiency  may  be  interpreted  differently  by 
different  observers,  or  even  considered  by  a single 
observer  to  be  serious  enough  for  Physical  Status 
IV  or  fife-threatening  designations  in  one  patient 
but  for  Physical  Status  III  only  in  another.  In 
assessing  pulmonary  and  cardiac  reserve,  it  must 
be  remembered  that  ventilation  and  circulation 
are  interdependent. 

Pulmonary  Factors 

In  taking  the  patient’s  history  to  determine 
presence  or  degree  of  pulmonary  failure  certain 
questions  are  of  importance.  Is  there  a history 
of  pneumonitis  or  pleurisy?  Is  there  evidence  of 
bronchitis  from  cigarette  smoking?  Does  the  pa- 
tient raise  morning  sputum?  Is  the  patient  an 
epileptic  or  an  alcoholic?  If  so,  is  there  a history 
of  an  old  chest  injury?  The  patient’s  estimate  of 
his  current  capability  of  physical  activity  should 
be  corroborated  by  friends  or  relatives.  In  the 
physical  exam,  dyspnea,  tachycardia,  cyanosis, 
and  altered  mental  status  should  be  looked  for. 
If  a person’s  maximal  chest  expansion  is  over 
one  inoh,  he  is  unlikely  to  have  restrictive  disease 
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TABLE  II 


LUNG  FUNCTION  TEST  RESULTS 
Adapted  from  Lockwood,  P:  Respiration  30:  529-542,  1973 


Low  Risk 
Category 
Limits 


High  Risk 
Category 
Limits 


Very  High  Risk 

Category 

Limits 


* Treat  as  groups  to  designate  risk:  I - all  three;  II  - any  three  of  five 

**  About  twice  average  risk 


of  the  thoracic  cage.  Failure  to  blow  out  a half- 
bumed  match  at  six  inches  with  lips  parted  indi- 
cates seriously  limited  ventilatory  capacity,  a 
forced  expiratory  volume  of  under  1 liter,  or  a 
peak  flow  rate  of  under  100  liters  per  minute. 
Chest  x-ray  yields  little  information  unless  there 
are  areas  of  collapse  or  fluid  collection. 

Pulmonary  function  tests  must  be  correotly  in- 
terpreted. Vital  capacity  offers  little  useful  in- 
formation. Test  of  maximum  breathing  capacity 
(MBC)  will  detect  up  to  two-thirds  of  patients 
with  loss  of  pulmonary  function.  Reduction  to 
75  to  60%  of  estimated  normal  MBC  is  indicative 
of  obstructive  lung  disease  or  emphysema,  and 
from  60  to  40%  of  predicted  MBC  indicates 
serious  functional  loss  with  danger  of  postopera- 
tive pulmonary  complications.  The  most  useful 
test  is  the  FEVi  (forced  expiratory  volume  in 
one  second) . Failure  to  expire  60%  of  the  FEV3 
in  the  first  second  indicates  serious  trouble.  More 
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sophisticated  statistical  studies  by  Lockwood 
have  shown  that  a battery  of  pulmonary  function 
tests  may  correotly  define  low  risk,  high  risk,  and 
very  high  risk  categories.10  (Table  2) 

Circulatory  Factors 

The  preoperative  evaluation  of  circulatory  ca- 
pacity aims  at  estimation  of  used  and  unused 
reserves  of  circulation.  In  reviewing  the  patient’s 
history  exeroise  tolerance,  dyspnea,  and  angina 
assume  importance.  Exercise  toleranoe  must  be 
interpreted  in  the  fight  of  a person’s  mechanical 
ability  to  exercise,  especially  if  he  is  limited  by 
arterial  disease  of  the  lower  extremities  or  by 
arthritis.  Dyspnea  on  mild  exertion,  paroxysmal 
nocturnal  dyspnea,  or  orthopnea  suggests  pul- 
monary venous  hypertension  from  mitral  disease 
or  impaired  left  ventricular  performance.  They 
indicate  that  the  margin  of  cardiac  reserve  is 
low  and  therefore  the  operative  risk  is  high. 
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Angina  of  effort  or  a history  of  myocardial  in- 
farction is  presumptive  evidence  of  coronary 
artery  disease.  The  New  York  Heart  Association 
classification  of  angina  is  useful  to  classify  the 
severity  of  angina.*  Risk  of  operation  is  greatly 
increased  in  class  III  and  IV  angina,  especially 
if  associated  with  elevated  end  diastolic  pressure 
and  elevated  pulmonary  venous  pressure  during 
exercise.  Class  III  and  IV  patients  have  in- 
creased incidence  of  developing  arrhythmias, 
myocardial  infarction,  and  pulmonary  edema 
during  anesthesia  or  postoperatively.  It  is  said 
that  mortality  for  the  really  healthy  for  minor 
surgery  is  1%,  for  the  really  sick  for  major  sur- 
gery is  2-3%,  but  for  patients  with  unstable  an- 
gina undergoing  surgery  not  designed  to  improve 
oardiac  action,  mortahty  is  12%. 

In  examining  a cardiac  patient,  one  must  look 
for  dyspnea,  increased  venous  pressure,  and  evi- 
dence of  fluid  retention.  Chronic  fluid  retention 
and  hepatomegaly  indicate  a low  cardiac  reserve, 
and  for  these  people  the  risk  of  operation  is  high. 
Operation  should  be  undertaken  only  for  life- 
saving procedures.  Observation  of  a rapid  heart 
rate  indicates  delay  of  the  operation  for  investi- 
gation of  oardiac  reserve.  If  fine  rales  are  heard 
in  both  lungs,  suspicion  of  pulmonary  venous 
hypertension  is  aroused,  and  the  patient  should 
be  questioned  more  carefully  about  dyspnea  and 
orthopnea. 

Chest  x-ray  will  show  cardiac  enlargement. 
EKG  should  be  examined  for  evidence  of  right 
ventricular  hypertrophy  and  strain,  a previous 
myocardial  infarction,  or  significant  coronary  ar- 
tery disease. 

There  are  three  cardiac  lesions  that  most  ob- 
viously increase  risk.  In  their  presence  surgery 
should  be  performed  only  if  urgent.  Severe  aortic 

j 'Class  I.  Ordinary  physical  activity,  such  as  walking  or  climbing 
stairs,  does  not  cause  angina.  Angina  occurs  only  with 
strenuous  or  rapid  prolonged  exertion  at  work  or  recrea- 
tion, or  with  sexual  relations. 

Class  II.  There  is  slight  limitation  of  ordinary  activity.  Angina 
occurs  with  walking  or  climbing  stairs  rapidly,  walking 
uphill,  walking  or  stair  climbing  after  meals,  or  in  cold, 
or  in  wind,  or  under  emotional  stress,  or  only  during 
a few  hours  after  awakening.  Walking  more  than  two 
blocks  on  the  level  or  more  than  one  flight  of  stairs  at 
a normal  pace  and  in  normal  conditions  does  not  pro- 
voke angina. 

Class  III.  There  is  marked  limitation  of  ordinary  physical  activity. 

Walking  one  or  two  blocks  on  the  level  and  climbing 
one  flight  of  stairs  in  normal  conditions  and  at  a normal 
pace  may  produce  angina.  The  patient  is  comfortable  at 

Class  IV.  There  is  inability  to  carry  on  any  physical  activity  with- 
out discomfort;  the  anginal  syndrome  may  be  present 
at  rest. 
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stenosis  or  incompetence  presents  danger  of  ven- 
tricular fibrillation.  Patients  with  mitral  stenosis 
accompanied  by  few  symptoms  tolerate  operation 
well,  but  if  more  symptoms  are  present,  care 
must  be  exercised  not  to  increase  left  atrial 
pressure  which  will  lead  to  pulmonary  edema. 
Patients  with  coronary  artery  disease  with  good 
reserve  funotion  tolerate  operation  well  but  need 
particular  care. 

Dr.  Harry  Wollman  of  the  University  of  Penn- 
sylvania recently  reviewed  the  incidence  of 
repeat  myocardial  infarctions  occurring  during 
surgery.11  He  found  the  chance  of  a repeat  in- 
farction to  be  greatest  if  operation  occurred  with- 
in two  weeks  of  a previous  infarct.  Three  to  six 
months  after  infarction  the  chance  of  a repeat 
myocardial  infarct  occurring  during  surgery  was 
76%;  since  the  ohance  of  survival  of  a second 
infarction  is  50%,  then  the  risk  of  dying  during 
or  early  after  surgery  is  38%.  From  six  months 
to  two  years  the  incidence  of  repeat  infarction 
is  still  12%  and  the  mortahty  thus  6%.  A patient 
who  has  survived  two  to  three  years  past  his 
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infarct  is  not  at  much  greater  risk  than  others 
the  same  age. 

How  then  should  we  manage  anesthesia  for 
these  patients  if  surgery  is  urgent?  General 
anesthesia  may  depress  cardiac  function  and  re- 
duoe  arterial  pressure.  Spinal  or  epidural  anes- 
thesia may  dilate  blood  vessels  and  lower  blood 
pressure,  leading  to  poor  coronary  perfusion. 
During  and  following  anesthesia,  severe  hyper- 
tension is  dangerous  because  of  added  myo- 
cardial work.  The  answer  is:  “Conduct  the  anes- 
thesia as  skillfully  as  can  be  done.” 

Operations  for  coronary  revascularization  of 
the  heart  are  relatively  new  procedures,  and  it 
may  be  necessary  for  you  to  decide  whether  to 
advise  such  surgery  for  your  patients.  Let  us 
examine  some  experiences.  A report  from  the 
Toronto  General  Hospital,  using  the  New  York 
Heart  Association  classification  of  angina,  showed 
that  surgery  definitely  improves  the  functional 
capacity  of  the  cardiac  patient  by  diminishing 
the  severity  of  his  angina.12  In  spite  of  the 
exorbitant  cost  of  such  surgery,  the  fact  that  65% 
of  their  patients  returned  to  work,  and  others 
might  have  returned  except  for  favorable  insur- 
ance settlements,  would  seem  to  make  the  risk, 
effort,  and  expenditure  worthwhile. 

The  risk  is  further  defined  in  a report  from  the 
interhospital  group  in  Toronto,  who  used  preop- 
erative criteria  based  on  four  grades  of  ventricu- 
lar function.13 

In  the  first  814  patients  in  grades  I-III  mor- 
tality was  2.7%;  of  66  patients  in  grade  IV  mor- 
tality was  27.3%  Mortality  in  the  last  225  cases 
of  grades  I-III  was  reduced  to  1.8%  by  better 
patient  selection,  better  operative  techniques, 
and  better  recovery  room  practices. 

Similar  experiences  have  been  cited  from  other 
hospital  groups,  including  our  own.  The  Kansas 
City  group  report  a hospital  mortality  of  from 
1-1.6%,  definite  perioperative  myocardial  infarc- 
tions of  2%,  and  possible  myocardial  infarctions 
of  6%. 14 

Experience  is  accumulating  regarding  the  use 
of  aortic  balloon  counterpulsator  to  assist  the 
heart  before,  during,  and  after  surgery  in  patients 
who  might  previously  not  have  survived  to  be 


operated  upon.  Some  patients  have  been  salvaged 
whose  hearts  could  temporarily  not  be  restarted 
or  could  not  carry  on  sufficient  circulation  after 
bypass. 

Obesity  Factor 

One  of  the  conditions  creating  increased  haz- 
ard for  surgery  and  anesthesia  is  obesity.  Putnam 
et  al  have  documented  this  by  using  a calculated 
factor  called  ponderal  index  which  equalled 
height  divided  by  cube  root  of  weight.  If  the 
resultant  ponderal  index  is  less  than  eleven,  the 
risk  of  complications  and/or  mortality  increases 
very  rapidly.15 

We  have  discussed  pulmonary,  circulatory,  and 
obesity  factors  affecting  risk,  but  there  are  many 
other  physical  and  medical  influences  on  anes- 
thetic action  and  patient  tolerance  of  surgery. 
The  homeostatic  functions  of  the  fiver  are  im- 
portant to  detoxification  of  anesthetics.  Acute 
stages  of  serum  or  infectious  hepatitis,  terminal 
phases  of  portal  and  biliary  cirrhosis,  and  exten- 
sive replacement  of  fiver  by  neoplasms  are  asso- 
ciated with  high  surgical  death  rates. 

Excretion  of  drugs  and  their  metabolites  by 
the  kidney  and  its  role  in  acid-base  and  water 
metabolism  are  important  in  anesthetic  manage- 
ment. Management  of  patients  with  little  or  no 
kidney  function  is  fraught  with  many  hazards 
whioh  can  now  be  minimized  by  dialysis  but  not 
eliminated.  In  these  patients,  sudden  rises  in 
serum  potassium  from  the  events  of  anesthesia 
and  surgery  can  be  disastrous. 

Drug  Reactions 

Adverse  reactions  to  drugs  have  become  a 
dominant  problem  in  medicine.  During  the 
course  of  an  anesthetic  and  the  management  of 
the  patient  before,  during,  and  after  surgery  he 
may  receive  as  many  as  25  to  30  foreign  medici- 
nal substances  to  which  reaction  and  interaction 
may  occur;  chances  of  reactions  increase  geo- 
metrically with  the  numbers  of  drugs  used.  One 
question  which  is  asked  repeatedly,  is  whether 
a particular  drug  should  be  discontinued  before 
surgery.  The  best  present  answer  seems  to  be 
that  if  the  patient  is  dependent  on  the  drug  and 
withdrawal  would  compromise  his  physical  well- 
being, it  should  be  continued  through  surgery. 
If  any  drugs  should  be  discontinued  before  sur- 
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gery,  it  is  the  MAO  inhibitors  and  propranolol, 
but  even  with  these  there  are  situations  where 
they  should  be  continued.  The  important  thing 
is  that  the  anesthesiologist  should  know  what 
drugs  the  patient  has  taken  and  conduct  the 
anesthesia  accordingly.  On  the  other  hand,  pa- 
tients taking  adrenal  corticosteroids  should  be 
reinforced  through  the  preoperative,  intraopera- 
tive, and  postoperative  stress  with  additional 
corticosteroids. 

I am  not  here  outlining  the  arguments  as  to 
which  anesthetic  agent  or  method  of  management 
is  safest.  There  is  evidence  that  for  operations 
below  the  diaphragm,  such  as  inguinal  hernia 
repair,  use  of  local  anesthesia  and  spinal  anes- 
thesia is  less  stressful  in  the  elderly  patient.  It 
is  also  becoming  increasingly  obvious  that  local 
anesthesia  can  be  made  safer  by  careful  monitor- 
ing and  more  acceptable  to  patients  by  judicious 
titration  of  supplementary  sedation.  Regarding 
the  choice  of  general  anesthetic  agent,  much 
emphasis  must  be  placed  on  the  technical  skill 
of  the  anesthetist  or  anesthesiologist. 

Summary 

In  summary,  the  estimation  of  the  surgical  risk 
is  a very  complex  matter  involving  the  patient’s 
disease,  the  surgeon’s  technical  ability,  the  anes- 


thetic technique,  and  many  ancillary  influences 
such  as  the  patient’s  socio-economic  background 
and  the  hospital’s  supporting  services.  One  fac- 
tor not  to  be  underestimated,  although  impos- 
sible to  quantitate,  is  the  patient’s  will  to  live 
and  capacity  to  respond  to  stressful  situations 
whioh  we  facetiously  have  called  “Geetus.”* 

*The  word  “Geetus”  was  coined  by  members  of  our  surgical  team 
to  indicate  the  “stuff”  of  which  a patient  is  made. 
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ENDOSCOPIC  AND  RADIOGRAPHIC 
VISUALIZATION  OF  THE 
PANCREATIC  AND  BILIARY  DUCTS 

Until  recently,  the  biliary  duct  system  could 
j be  opacified  for  x-ray  examination  only  by  the 
| intravenous  injection  of  a suitable  contrast  ma- 
terial in  the  non-jaundiced  patient.  In  the 
jaundiced  patient  the  duotal  system  could  be 
j visualized  only  by  percutaneous  transhepatic 
cholangeography  or  by  the  operative  instillation 

I of  dye  directly  into  the  ductal  system.  The  pan- 
creatic duct  could  be  visualized  only  at  lapar- 
otomy. 

A technique  is  now  available  which  permits 
the  instillation  of  contrast  material  directly  into 
the  common  bile  duct  and  into  the  pancreatic 
i ducts,  affording  in  most  instances  full  visualiza- 
tion of  the  two,  even  in  the  presence  of  deep 
j!  jaundice.  The  procedure  is  primarily  endo- 
I scopic.  A cannula  is  directly  introduced  into  the 

II  papilla  of  Vater,  and  opaque  contrast  material 
is  injected  into  the  common  bile  duct  and  pan- 
creatic duot.  This  technique  is  referred  to  as 
Endoscopic  Retrograde  Cholangio-Pancreatogra- 
phy,  often  referred  to  as  ERCP.  ( Figure  1 ) 

The  instruments  currently  available  for  ERCP 
I are  similar  to  the  instruments  used  for  esophago- 
| scopy  and  gastroscopy.  They  are  flexible,  fiber- 
optic endoscopes  manufactured  by  several  Jap- 
I anese  companies  and  one  American  company. 

They  allow  visualization  of  the  entire  upper  in- 
| testinal  tract  to  the  third  portion  of  the  duo- 
denum. The  ’scopes  are  constructed  so  that  side 
visualization  and  direct  cannulation  of  the  papilla 
of  Vater  is  possible.  Light  is  provided  through 
an  external  source  and  transmitted  to  the  lumen 
of  the  bowel  by  fiber  bundles.  Several  channels 
within  the  instrument  itself  allow  for  the  passage 
of  cannulas,  forceps,  water,  or  biopsy  instru- 
ments. A teaching  attachment  is  available  for 
viewing  by  an  observer.  Photography  is  possible 
with  all  the  instruments. 

ERCP  can  be  performed  on  inpatients  and 
outpatients,  the  only  required  preparation  being  - 


FIGURE  1 


CBD  is  common  bile  duct;  PD  is  pancreatic  duct. 
The  endoscope  can  be  seen  in  situ. 

avoidance  of  any  food  or  liquid  ingestion  for 
approximately  eight  hours  prior  to  the  procedure. 

Unless  there  are  medical  contraindications,  the 
patient  is  given  0.5  mg  of  intravenous  atropine 
and  15  mg  of  propantheline  bromide.  Ten  to 
fifteen  mgs  of  diazepam  are  injected  intraven- 
ously in  order  to  induce  a degree  of  somnolence. 
A small  amount  of  2%  viscous  Xylocaine  (Astra) 
is  placed  in  the  posterior  pharynx,  and  the  pa- 
tient is  requested  to  swallow.  From  time  to  time, 
0.5  to  1 mg  of  intravenous  glucagon  is  used  to 
inhibit  duodenal  and  sphincter  of  Oddi  activity. 
Although  there  are  many  other  drugs  available, 
both  therapeutically  and  on  an  experimental 
basis,  I have  not  found  it  neoessary  to  add  more 
than  an  occasional  25-50  mg  of  meperidine  when 
more  profound  sedation  is  required. 

Ry  means  of  this  procedure  visual  examination 
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of  the  entire  duodenum,  stomach,  esophagus,  and 
pharynx  can  be  performed.  These  observations 
should  be  done  following  the  performance  of  the 
cholangio-pancreatogram  since  the  pharmaco- 
logic effect  of  the  medications  used  is  of  limited 
duration.  Once  the  duodenum  has  achieved  a 
degree  of  tolerance  to  the  medications  used, 
further  attempts  at  cannulation  of  the  papilla  of 
Vater  are  usually  fruitless. 

Considerable  experience  and  expertise  is  re- 
quired to  introduce  the  endoscopic  cannula  into 
the  papilla  of  Vater.  The  pancreatic  duct  can 
be  opacified  in  approximately  80-85%  of  the 
attempted  cases.  The  common  duct  is  even  less 
easily  cannulated  than  the  pancreatic  duct  be- 
cause of  the  direction  it  takes  from  the  wall  of 
the  duodenum;  it  can  be  cannulated  in  approxi- 
mately 70%  of  attempts.  Both  ducts  are  visual- 
ized about  60%  of  the  time. 

The  indications  for  ERCP  are  fairly  broad. 
For  many  years  the  differential  diagnosis  of 
jaundice  has  been  a difficult  problem.  Until  the 
advent  of  the  transhepatic,  percutaneous  cholan- 
giogram,  the  common  duct  of  the  jaundiced  pa- 
tient could  not  be  visualized  by  any  means. 
Transhepatic  cholangiogram  in  itself  is  fraught 
with  several  hazards,  namely,  hemorrhage  and 
bile  leak. 

Today,  by  means  of  ERCP,  the  differential 
diagnosis  of  jaundice — obstructive  or  not — can 
be  made.  Long  periods  of  hospitalization  for 
diagnostic  testing  and  numerous  x-ray  and  labor- 
atory determinations  can  be  avoided. 

Frequently  the  entire  biliary  tree  is  outlined 
by  the  contrast  material  to  include  the  common 
bile  duct,  cystic  duct,  gallbladder,  right  and 
left  hepatic  ducts,  and  primary,  secondary,  and 
tertiary  radices  of  the  bile  ducts  in  both  lobes 
of  the  fiver. 

In  the  jaundiced  patient,  a definitive  diag- 
nosis can  frequently  be  made.  Stones  obstruct- 
ing the  duct  are  usually  easily  visible.  (Figure 
2)  Occasionally,  complete  obstruction  to  the 
retrograde  flow  of  contrast  material  is  encount- 
ered. In  these  instances,  the  differential  diag- 
nosis between  stone  and  carcinoma  is  inferred 
from  the  appearance  of  the  obstruction  site.  A 
smooth,  circular  cut-off,  or  meniscus,  is  present 


FIGURE  2 


This  study  reveals  stones  (arrows)  in  the  common 
bile  duct  and  obstructing  the  cystic  duct  in  a pa- 
tient with  signs  of  acute  cholecystitis. 

in  the  instance  of  stone  obstruction,  but  a rat- 
tail  type  of  irregularity  is  frequently  seen  with 
carcinoma. 

Frequently,  the  gallbladder  is  seen  and  is 
found  filled  with  stones.  Such  abnormalities  as 
biliary  intestinal  fistulas,  abnormally  long  re- 
tained cystic  duct  stumps,  and  submucosal  and 
mucosal  tumors  are  easily  visualized  with  the 
cholangiogram. 

A normal  cholangiogram  in  a jaundiced  patient 
indicates  no  major  obstruction  to  the  biliary  sys- 
tem. This  permits  safe  fiver  biopsy  and  the 
diagnosis  of  medical  jaundice.  The  distinction 
between  biliary  cirrhosis  and  common  bile  duct 
stone  can  also  be  made  with  a retrograde  study. 

Such  other  conditions  as  sclerosing  oholangitis, 
hepatic  abscess,  metastatic  tumor  in  the  fiver, 
and  portal  cirrhosis  can  be  inferred  from  ab- 
normal oholangiograms.  The  failure  to  outline 
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the  duct  does  not  necessarily  imply  abnormalities, 
since  there  is  a well  known  and  significant  rate 
of  technical  failure  in  the  presence  of  normal 
ducts. 

Post-cholecystectomy  pain  is  also  an  indica- 
tion for  the  administration  of  dye  by  ERCP  into 
the  common  bile  duct;  the  presence  of  retained 
common  duct  stones,  even  in  the  absence  of  jaun- 
dice, can  be  determined  in  this  fashion.  ERCP 
can  be  used  to  remove  retained  common  duct 
stones.  In  the  past  two  years,  several  reports 
from  New  York  and  from  Japan  have  docu- 
mented the  performance  of  papillotomy  with 
stone  removal  from  the  common  duct  through 
the  endoscope. 

The  diagnosis  of  chronic  pancreatitis,  carci- 
noma of  the  pancreas,  obstruction  of  the  pan- 
creatic duct  due  to  either  strioture  or  stone,  and 
the  presence  of  pseudocysts  within  the  pancreas 
can  be  documented  with  pancreatography.  Those 
patients  anticipating  surgery  for  chronic  pan- 
creatitis may  benefit  from  the  outline  of  the  an- 
atomy of  the  pancreas  and  common  duct  prior  to 
the  anticipated  surgery.  It  should  be  emphasized 
that  the  acinar  function  of  the  pancreas  is  not 
well  correlated  with  the  appearance  of  the  pan- 
creatic duots  themselves. 

The  few  complications  of  ERCP  are  inflam- 
matory, mechanical,  and  pharmacologic.  The 
instillation  of  contrast  material  beyond  an  ob- 
structing stone  or  carcinoma  may  precipitate  an 
inflammatory  process  in  either  the  panoreas  or 
biliary  system.  Almost  all  patients  who  have  a 
retrograde  pancreatogram  will  have  a measur- 
able increase  in  serum  amylase  in  the  24  hours 
following  the  procedure.  Less  than  1%  have 
any  clinical  symptoms  of  pancreatitis  unless  ob- 
struction to  the  pancreatic  duct  is  present.  All 
the  cases  of  pancreatitis  that  have  been  reported 
have  responded  promptly  to  the  usual  thera- 
peutic measures.  The  presence  of  acute  pan- 
creatitis itself  is  probably,  at  the  present  time, 
a contraindication  to  ERCP.  Although  antibio- 
tic therapy  may  be  of  benefit  to  the  patient  who 
develops  sepsis  following  ERCP,  in  most  in- 
stances surgery  is  indicated,  since  an  obstruction 
causing  the  inflammatory  process  is  present  in 
either  the  pancreatic  or  common  bile  duct.  An 
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attempt  to  mix  antibiotics  with  the  contrast  ma- 
terial has  been  found  useless. 

Contamination  of  the  endosoope  by  bacteria 
or  viruses  is  theoretically  possible,  but  has  not 
been  reported.  The  endoscopic  units  are  usually 
washed  and  rinsed  with  detergents  and  iodine 
solutions.  If  necessary,  disinfection  with  ethy- 
lene oxide  or  with  glutaraldehyde  solutions  is 
possible.  Because  of  the  theoretical  possibility 
of  transmission  of  viral  hepatitis,  patients  with 
positive  HAA  (hepatitis  associated  antigen) 
tests  probably  present  a relative  or  absolute  con- 
traindication to  ERCP. 

Reactions  to  the  medications  used,  although 
rare,  are  possible.  These  are  familiar  to  all  phy- 
sicians since  the  medications  used  are  commonly 
employed. 

It  should  be  noted  that  in  most  patients  in 
whom  there  was  an  allergy  to  the  intravenous  in- 
jection of  contrast  material,  direct  administra- 
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tion  of  the  contrast  material  in  the  common  bile 
duct  or  pancreatic  duct  has  not  produced  any 
allergic  responses. 

Mechanical  injury  to  the  upper  intestinal  tract, 
panoreatic  duct,  or  common  bile  duct  is  possible 
from  the  instrumentation,  but  such  injury  has 
been  rarely  reported  in  the  endosoopic  litera- 
ture. 

The  performance  of  ERCP  is  difficult  and  time- 
consuming.  The  suocess  of  the  procedure  de- 
pends largely  upon  the  experience  of  the  opera- 
tor and  the  availability  of  skilled  assistants,  ex- 
perienced radiologists,  and  a large  quantity  of 
expensive  endoscopic  and  radiographic  equip- 
ment, including  image  intensification.  Despite 
these  requirements,  in  many  instances  the  pre- 
vention of  patient  discomfort,  the  saving  of  large 
quantities  of  money,  and  the  avoidance  of  ab- 
dominal surgery  with  its  attendant  hazards  can 
often  be  achieved. 

Conclusion 

Endoscopic  retrograde  cholangio-pancreatogm- 
phy  (ERCP)  is  a useful  technique  with  an  ex- 
tremely low  incidence  of  complications  and  a 
success  rate  in  the  range  of  70-85%.  Ry  means 
of  ERCP  the  biliary  and  pancreatic  trees  can  be 
visualized  despite  poor  hepatic  funcition  or 
marked  jaundice,  and  the  risks  of  complications 
of  percutaneous  cholangiography  are  avoided. 

The  technique  is  time-consuming  and  difficult 
to  execute  but  provides  a distinct  advanoe  in  the 
diagnosis  and  treatment  of  panoreatic  and  biliary 
tract  disease.  The  benefits  to  be  gained  by  the 
patient  are  great. 

An  exciting  prospect  for  the  future  is  endo- 
scopic papillotomy  and  the  extraction  of  retained 
common  duct  stones. 

C.Z.G. 
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ALDOSTERONE  AND  ALDOSTERONISM  by  E.  J. 

Ross,  Year  Book  Medical  Publishers,  Chicago, 
1975.  501  pp.  Price  $30.00. 

It  was  just  twenty-one  years  ago  that  aldoster- 
one was  finally  isolated  and  characterized,  a 
process  requiring  1000  Kg  beef  adrenal  gland 
to  obtain  56  mg  aldosterone.  Since  then,  there 
has  been  a steady  stream  of  papers,  averaging 
two  hundred  a year,  on  the  investigation  of  the 
actions  of  aldosterone  and  the  control  of  its  se- 
cretion. This  monograph  reviews  the  literature 
on  aldosterone  up  to  mid- 1974,  and  almost  one 
third  of  the  book  is  taken  up  by  the  list  of  refer- 
ences, 3,500  in  number,  read  by  the  author.  With 
that  number  of  references,  the  reading  is  not 
easy,  although  occasional  flashes  of  humor  do 
ease  the  burden. 

The  book  is  essentially  divided  into  two  sec- 
tions, the  first,  and  by  far  the  longer,  dealing 
with  the  biochemistry,  physiology,  and  mechan- 
isms of  actions  of  aldosterone.  While  most  prac- 
ticing physicians  may  not  be  interested  in  aldos- 
terone secretion  in  reptiles  or  sodium  flux  across 
the  toad  bladder  membrane,  the  chapter  in  this 
section  on  the  control  of  aldosterone  secretion 
makes  valuable  reading.  It  is  clear  that  cortico- 
trophin,  angiotensin  II,  and  potassium  are  all 
involved  in  aldosterone  control,  but  even  this  is 
by  no  means  the  whole  story. 

The  second  section,  which  discusses  syndromes 
ji  associated  with  mineralocorticoid  excess  and  de- 
ficiency, holds  more  interest  for  the  clinician. 
The  author  emphasizes  the  rarity  of  primary 
aldosteronism,  J.  W.  Conn  notwithstanding,  but 
suggests  that  there  may  well  be  other,  as  yet 
unidentified,  mineralocortiooids  responsible  for 
hypertension.  This  suggestion  has  received  some 
support  from  the  recent  studies  of  Liddle  and 
Sennett  on  a ‘new’  mineralocorticoid  found  in 
patients  with  low-renin  hypertension.1  There 
is  an  excellent  discussion  on  the  differential  diag- 
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nosis  of  adenomatous  and  non-adenomatous  al- 
dosteronism. This  distinction  is  important  for 
operation  is  rarely  effective  in  lowering  the  blood 
pressure  in  the  latter  group  of  patients.  The  book 
ends  with  a short  chapter  on  aldosterone  antago- 
nists. 

This  is  a reference  book  first  and  foremost,  but 
one  cannot  help  but  feel  impressed  that  a single 
author  could  produce  such  a comprehensive 
treatment  of  the  subject. 

P.  John  Pegg,  M.D. 

REFERENCE 

1.  Liddle  GW,  Sennett  JA:  New  mineralocorticoids  in  the  syn- 
drome of  low-renin  essential  hypertension.  J.  Steroid  Biochem 
6:751-753,  1973. 

* * * 

EKG  DIAGNOSIS— SELF-ASSESSMENT  by  Edward 
K.  Chung,  M.D.  and  Donald  K.  Chung,  M.D.,  Har- 
per & Row  Publishers,  Inc.,  Hagerstown,  Maryland. 
454  pp.  229  III  us . Price  $14.95. 

This  appropriately  titled  monograph  is  nothing 
more  than  its  title  suggests — a series  of  200  trac- 
ings and  rhythm  strips  to  be  interpreted.  Short 
histories  are  provided,  and  brief  explanations  of 
mechanisms  and  treatment  are  presented  for 
most  examples.  Although  the  book  is  divided 
into  twelve  chapters,  however,  there  is  little  at- 
tempt to  present  an  organized  approach  to  in- 
terpretation, mechanisms,  or  therapy. 

This  book  may  be  read  starting  at  any  chapter 
or  page  without  disrupting  the  organization. 
One  message  obtained  by  studying  this  work  is 
that  the  reader  of  electrocardiograms  must  be 
constantly  alert  and  have  an  organized  approach 
toward  solving  arrhythmias.  This  is  not  pro- 
vided in  this  book  and,  hence,  the  book  is  not 
meant  for  someone  who  is  not  already  proficient 
in  reading  tracings. 

William  L.  Jaffee,  M.D. 
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GUIDE  TO  PATIENT  EVALUATION  by  Jacques  L. 
Sherman,  Jr.,  M.D.  and  Sylvia  K.  Fields,  R.N.,  M.A., 
Medical  Examination  Publishing  Co.,  Flushing, 
N.Y.,  1974.  255  pp.  Price  $10.00. 

Although  the  title  does  not  say  so,  the  intro- 
duction does.  This  book  was  designed  to  teach 
history  and  physioal  examination  techniques  to 
all  students  except  medical  students  who  have 
their  own  books  on  the  subject.  Why  a special 
book?  It  was  inevitable;  non-physicians  study- 
ing the  art  of  the  examination  of  the  patient 
are  bound  to  resent  traditional  texts  which  pre- 
sume that  all  physical  evaluations  are  done  by 
a physician.  This  one  goes  to  the  opposite  ex- 
treme and  assumes  all  such  examinations  are  to 
be  done  by  a non-physican  (portrayed  in  most 
of  the  pictures  as  a pretty  girl — please  excuse 
the  sexist  irrelevanoe ) , who  then  correlates  her 
findings  with  an  algorithm  ( developed  by  a phy- 
sician, I do  believe)  to  prescribe  tests  and  thera- 
peutic trials.  The  book’s  style  occasionally  be- 
trays the  fact  that  much  of  it  was  written  by 
nurses,  female  type.  (“The  entire  sequence  just 


described  takes  one  second  at  a heart  rate  of 
sixty  beats  per  minute,  or  one  half  a second  at 
120  per  minute.  Pause  for  a moment  in  awe  as 
you  review  this  remarkable  phenomenon  before 
going  on!”)  (The  italics  and  exclamation  point 
are  the  author’s.) 

It  is  not  surprising  to  me  that  the  new  types 
of  health  personnel  now  in  training  want  their 
own  books.  The  nursing  arts  have  had  a tradi- 
tion, useful  or  not,  of  their  own  texts.  This  one 
is  quite  good  for  its  intended  purpose. 

INDEX  OF  SUSPICION  IN  TREATABLE  DISEASE  by 
Orville  Horowitz,  M.D.  and  Joseph  H.  Magee,  M.D., 
Lea  & Febiger,  Philadelphia,  1975.  574  pp.  Price 
$29.50. 

This  book  had  its  genesis  in  a oourse  entitled 
“Specifically  Treatable  Diseases,”  which  hoped 
to  include  “the  illnesses  which  all  diagnosticians 
hope  never  to  miss.”  The  book’s  raison  detre  is 
based  on  the  proposition  that  in  most  cases  diag- 
nostic suspicions  should  be  raised  by  history, 
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physical,  and  routine  laboratory  studies  and  if 
they  are  not,  the  proper  diagnosis  may  be  missed. 

Each  condition  mentioned  ( and  there  are  335 ) 
is  discussed  in  outline  form.  Each  outline  in- 
cludes the  cause,  early  manifestations,  treatment, 
and  possible  dire  oonsequences  without  treat- 
ment. References,  often  classical  rather  than 
current,  then  follow.  Each  chapter  is  prefaced 
by  a brief — seldom  more  than  four  pages — dis- 
cussion. In  his  introduction  to  the  thyroid  sec- 
! tion.  Dr.  George  Fisher,  one  of  the  seven  asso- 
ciated editors  and  65  contributors,  philosophizes 
| in  this  fashion:  “After  all,  thyroid  disorders  are 
I not  contagious  and  generally  not  fatal  unless  they 
| are  extreme.  Therefore,  if  the  patient  says  he 
| feels  well,  it  is  fair  to  say  his  thyroid  function  is 
I good  enough  for  him.” 

There  are  few  illustrations.  One,  included  in 
f the  introduction  to  Chapter  XIII,  Hypertension 
||  and  Nephritis,  is  of  a giraffe,  a cow,  and  a man 

i who  looks  like  Clark  Gable.  Apparently,  all 
| three  of  these  mammals  have  identical  mean 

ii  temporal  artery  blood  pressures  but  enormously 


different  mean  pressures  at  heart  level:  220±40 
for  the  giraffe,  140±30  for  the  oow,  and 
90 ±20  for  the  man.  I would  like  to  have  been 
on  the  research  team  that  studied  the  giraffe. 

Some  of  the  contributors  write  better  than 
others.  Contrast  this  sentence  for  clarity  (from 
the  introduction  to  Chapter  XIII):  “The  thres- 
hold to  salt  dependent  hypertension  then  may 
be  crossed  with  the  complicity  of  adrenergic 
mechanisms”  with  the  next  paragraph  which  rep- 
resents the  entire  introduction  to  Chapter  XIV, 
Vascular  Diseases.  Since  this  is  unattiibuted,  it 
was  probably  by  Dr.  Horowitz.  We  reprint  it  in 
its  delightful  entirety. 

“There  are  twenty-one  conditions  listed  as 
treatable  in  this  chapter  which  represents  about 
a 2,000%  increase  in  the  last  twenty-five  years. 
One  of  the  conditions  did  not  even  exist  (pill 
phlebitis).  About  1946  I explained  to  a patient 
that  one  of  the  important  arteries  to  his  leg  had 
been  occluded.  Since  he  was  a plumber,  he 
suggested  that  a new  section  of  pipe  be  installed. 
I told  him  in  a pitying  way  that  such  things 
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were  possible  for  plumbers  but  not  for  medical 
men.  The  fact  that  medical  men  have  heeded 
his  advice  must  be  responsible  for  many  of  our 
advances  in  this  field,  particularly,  in  arterial 
disease.” 

This  book  would  make  a good  present  for  your 
friend  the  doctor  who  might  not  buy  it  for  him- 
self but  would  undoubtedly  enjoy  browsing  in 
it.  It  seems  to  me  more  of  a book  for  browsing 
than  for  reference,  but  I may  be  wrong. 


DUNCAN’S  DISEASES  OF  METABOLISM,  Vol.  1 
GENETICS  AND  METABOLISM:  Vol.  2 ENDOCRIN- 
OLOGY, 7th  edition,  by  Philip  K.  Bondy,  M.D.  and 
Leon  E.  Rosenberg,  M.D.,  W.  B.  Saunders,  Phila- 
delphia, 1974.  Vol.  1—948  pp.  319  lllus.  Vol.  2— 
736  pp.  332  lllus.  Price  $26.00  per  volume. 

This  two  volume  revision  of  one  of  the  truly 
classic  reference  works  of  medicine  is  in  two 
volumes.  Endocrinology  occupies  one  and  Gene- 
tics and  Metabolism  the  other. 

The  coeditors  Philip  K.  Bondy  and  Leon  E. 
Rosenberg  are  both  professors  at  Yale,  Bondy  in 
medicine,  Rosenberg  in  the  department  of  human 
genetics,  thus  the  locus  of  this  epic  has  moved 
from  Philadelphia. 

How  does  one  review  a 1700  page  textbook 
( for  that  matter  how  does  one  get  written) ? My 
own  technique  for  the  former  is  to  look  the  book 
over  generally  in  a skim  and  glim,  stop  and  read 
a little  fashion,  as  well  as  reading  more  carefully 
a chapter  or  two  about  which  I fancy  I am 
moderately  well  informed  as  well  as  one  or  two 
about  which  I know  very  little. 

Having  just  attended  a Grand  Rounds  which 
dealt  with  the  diagnosis  of  insulinoma  I reviewed 
the  chapter  dealing  with  fasting  hypoglycemia 
(which  appears  in  the  Metabolism  volume,  not 
the  Endocrinology).  Diagnosis  by  glucagon  and 
treatment  with  diazoxide  and  streptozotocin,  all 
newish  concepts,  were  mentioned.  I concluded 
that  the  discussion  of  hypoglycemia,  about  which 
a lot  of  confusing  and  dubious  things  have  been 
written,  was  comprehensive  and  current. 

The  second  problem  I decided  to  look  up  was 
Turner’s  disease.  The  index  listed  a reference 
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to  Turner’s  syndrome,  male  (a  rare  condition  ja 
with  fewer  than  30  cases  hereto  described)  but  kl 
none  for  Turner’s  syndrome,  female  phemnotype, 
not  rare  at  all.  I did  find  Turner’s  syndrome  dis- 
cussed very  briefly  in  one  paragraph  as  “a  com-  3 
mon  case  of  primary  ovarian  failure,”  under  the 
heading  Hypogonadism,  Ovary  Chapter. 

The  longest  section  in  the  Endocrinology  sec-  ; ii 
tion  is  that  entitled  “Parathyroid  Hormone,  Cal-  i 
citonin.  Vitamin  D,  Bone  and  Bone  Mineral  t 
Metabolism”  by  Potts  and  Deftos,  which  fills  178  \ 
pages.  The  whole  section  on  Genetics  is  only  ; 
99  pages.  i 

The  prostoglandins  and  renin  are  not  well 
covered;  perhaps  they  aren’t  considered  honest- 
to-Duncan  hormones? 

All  in  all  I believe  that  the  content  of  this  new  1 
edition  further  corroborates  the  thesis  of  a schol- 
arly, middle-aged  colleague  who  says  that  it  used  ' 
to  be  impossible  to  get  sufficiently  current  medi- 
cine from  textbooks  because  they  were  written  ' 
by  only  one  man  who  could  never  be  smart 
enough  or  fast  enough  to  keep  his  text  compre- 
hensive or  current.  This  is  not  true  nowadays 
of  the  major  texts  such  as  this  one,  they  are  worth 
consulting  before  one  goes  to  the  literature, 
which  is  so  much  less  easy  to  review. 

Recommended  as  a basic  reference. 

Bernadine  Z.  Paulshock,  M.D. 

* Hf  * 

DEVELOPMENTS  IN  LYMPHOID  CELL  BIOLOGY 

edited  by  A.  Arthur  Gottlieb,  CRC  Press,  Inc., 
Cleveland,  1975.  176  pp.  Price  $35.00. 

This  book  of  176  pages  addresses  itself  to  six 
of  the  most  interesting  and  relevant  subjects  in 
immunological  research  today.  There  are  excel- 
lent sections  on  interactions  between  lymphoid 
cells,  the  role  of  the  eosinophil  and  macrophage 
in  the  immune  response,  tolerance,  and  trans- 
plantation. Although  many  technical  terms  are 
used  in  the  text,  most  are  satisfactorily  defined 
in  the  introductory  paragraphs  of  each  chapter. 
The  nine  contributors  to  the  text  are  all  quali- 
fied investigators  in  the  field.  The  illustrations 

Del  Med  Jrl,  June  1976 — Vol  48,  No  6 1 


Book  Reviews 


are  relevant  to  and  contribute  to  the  under- 
standing of  the  text. 

The  book  is  most  oriented  to  the  molecular 
and  cellular  nature  of  the  immune  response, 
rather  than  immediate  clinical  applicability.  The 
text  is  well  referenced  for  those  who  wish  to 
delve  further  into  individual  sources,  there  be- 
ing an  average  of  153  references  per  chapter. 

Although  this  is  definitely  not  a text  for  the 
beginning  student  of  immunology,  it  can  be  read 
with  close  attention  by  those  with  basic  and 
genuine  interest  in  the  nature  of  the  immune 
response.  It  is  not  meant  to  be  encyclopaedic, 
but  rather  a good  reference  for  the  physician 
with  special  interest  in  immunology. 

As  I read  the  text,  I felt  a constant  urge  to 
underline  sections  of  specific  interest  for  quick 
future  reference  and  review.  The  problem  with 
any  book  in  this  area  is  that  the  rapid  growth  of 
knowledge  frequently  quickly  outdates  the  pub- 
lication, and  within  two  to  three  years  this  book 
will  probably  be  outdated.  At  present,  however, 
it  is  an  excellent  source  material  for  those  in  the 


scientific  community  interested  in  immunological 
mechanisms. 

Arlo  J.  Courier,  M.D, 


ve  mi  x 


OBESITY:  CAUSES,  CONSEQUENCES  AND  TREAT- 
MENT edited  by  Louis  Lasagna,  M.D.,  Medcorr?, 
New  York,  1974.  154  pp.  Price  $10.50. 

A stranger  to  our  shores  viewing  our  nightly 
television  fare  might  construct  a rather  bizarre 
picture  of  our  bodily  concerns.  Among  his  im- 
pressions from  the  commercials  would  be  that 
Americans  are  mostly  worried  about  such  things 
as  body  odor,  headaches,  gastrointestinal  upsets, 
athlete’s  foot,  eye  irritations,  getting  gray,  and 
overweight.  The  list  could  be  expanded  but  it 
is  interesting  that  obesity  has  assumed  a cul- 
turally negative  position  in  our  times  quite  dif- 
ferent from  that  held  in  other  periods  of  history 
and  in  other  parts  of  the  world.  How  this  has 
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Testing  in  Humans: 
Who, Where  &When. 


(i  light  of  ethical  opinion: 


J i would  disagree  that  the  effective- 

S safety  of  any  therapeutic  agent 
1 must  be  determined  through 
research. 

I now  the  practice  of  clinical  re- 
I under  appraisal  by  Congress,  the 
I d the  general  public.  Who  shall 

Ster  it?  On  whom  are  the  products 
:ted?  Under  what  circumstances? 
v shall  results  be  evaluated  and 
■ 

1 Pharmaceutical  Manufacturers 
:ion  represents  firms  that  are  sig- 
y engaged  in  the  discovery  and 
ment  of  new  medicines,  medical 
and  diagnostic  products.  Clinical 
i is  essential  to  their  efforts.  Con- 
ly,  PMA  formulated  positions 
l submitted  on  July  1 1, 1975,  to 
committee  on  Health  of  the  Sen- 
)r  and  Public  Welfare  Committee, 
icial  policy  recommendations, 
e the  essentials  of  PMA’s  current 
g in  this  vital  area. 

MA  supports  the  mandate  and 
of  the  National  Commission  for 
rection  of  Human  Subjects  of 
ical  and  Behavioral  Research  and 
> establish  a special  committee 
ed  of  experts  of  appropriate 
nes  familiar  with  the  industry’s 
ti  methodology  to  volunteer  its 
ito  the  Commission. 

’MA  supports  the  formation  of  an 
Went,  expert,  broadly  based  and 
ntative  panel  to  assess  the  current 
drug  innovation  and  the  impact 
of  existing  laws,  regulations  and 
ares. 

X?hen  FDA  proposes  regulations, 
d prepare  and  publish  in  the  Fed- 
gister  a detailed  statement  assess- 
impact  of  those  regulations  on 
id  device  innovation. 

3MA  proposes  that  an  appropri- 
aalified  medical  organization  be 
aged  to  undertake  a comprehen- 
dy  of  the  optimum  roles  and 
hibilities  of  the  sponsor  and  physi- 
aen  company-sponsored  clinical 
h is  performed  by  independent 
i investigators. 


5»  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6*  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9.  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11*  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


Book  Reviews 


come  about,  and  the  reasons  for  the  change  are 
developed  in  this  symposium  on  obesity. 

The  papers  were  first  presented  at  a meeting 
in  Washington,  D.C.,  in  1972,  sponsored  by  the 
Academies  of  Family  Physicians  of  the  District 
of  Columbia,  Maryland,  and  Virginia.  The  par- 
ticipants are  a group  of  distinguished  experts 
from  around  the  world.  The  presentations  are 
lively  and  wide  ranging.  Besides  the  formal 
papers  the  discussions  which  followed  with  ques- 
tions from  the  audience  and  answers  by  the 
participants  are  added. 

The  papers  discuss  obesity  from  the  points  of 
view  of  its  etiologic  mechanisms,  prognostic 
realities,  and  therapeutic  possibilities.  There 
are  discussions,  in  separate  papers,  of  the  ap- 
proaches used  by  the  internist,  the  psychiatrist, 
the  pediatrician,  and  the  family  practitioner. 
There  is  another  section,  both  historical  and 
prophetic,  whioh  contains  five  papers  on  the  vari- 
ous aspeots  of  the  use  of  anorectics  and  which 
concludes  with  an  FDA  review  of  the  subject. 
Points  of  view  from  other  countries  besides  the 
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United  States  are  presented,  including  reports 
from  Canada,  Sweden,  and  the  United  Kingdom. 

The  discussions  and  the  oartoons  which  en- 
liven the  chapters  are  worthwhile  and  stimulat- 
ing for  all  physicians,  for  every  physician  in 
practice  cannot  help  but  be  directly  or  indi- 
rectly confronted  with  the  problem  of  the  obese 
patient  in  his  diagnosis  and  treatment  of  disease, 
be  he  dermatologist  or  diabetician,  surgeon  or 
psychiatrist. 

Prices  of  medical  books  being  what  they  are, 
for  $10.50  it’s  a good  buy,  and  I recommend  it 
to  you. 

Norman  L.  Cannon,  M.D. 

« % 


EXERCISES  FOR  THE  MATURE  ADULT  by  Lois  Ell- 
feldt,  Ph.D.,  and  Charles  Lowman,  M.D.,  Charles 
Thomas,  Springfield,  III.,  1973.  138  pp.  Ulus. 
Price  $4.50. 

The  most  fascinating  fact  to  emerge  from  this 
monograph  is  that  Dr.  Lowman  at  age  93  is 
indeed  the  senior  author.  And,  of  course,  at 
that  age  his  “proud,  erect  and  easy  posture  out- 
does most  of  his  colleagues  and  friends” — all  : 
aged  93  I presume.  (Res  ipsa  loquitur.) 

The  book  is  a primer  on  the  need  for  exercise, 
the  style  of  exercise,  and  also  the  mistakes  com-  j i 
mitted  in  exercise  and  in  daily  activities.  There  | 
are  hints  to  use  to  avoid  excessive  strain  in 
everyday  activities. 

The  physiologioal  explanations  seem  somewhat 
antiquated  but  are  kept  at  a minimum.  The 
diagrams  are  stick  drawings  which  are  reason- 
ably illustrative.  The  exercises  themselves  are  j 
not  diagrammed — only  explained  in  prose  which 
makes  understanding  them  more  difficult. 

This  book  really  adds  nothing  new  to  the  ; 
presently  existing  literature  on  exercise,  nor  is 
it  clearly  written  enough  to  be  of  use  to  the 
general  public.  The  instruction  one  gets  now  in 
physical  education  classes  at  schools,  YMCA’s, 
etc.  easily  encompasses  the  points  considered  in 
this  book. 

R.  Walter  Powell,  M.D. 
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)X-RAY  (MEDICAL  TEACHING  GAME)  by  Noel 
Kleppel,  M.D.,  Medical  Economics  Company, 
)radell,  New  Jersey.  48  cards.  Price  $3.50. 

This  “Self -Test  and  Study  Tool”  consists  of 
orty-eight  3 by  3 54  inch  cards  which  come  pack- 
Lged  as  a deck  of  cards.  Each  card  has  a radio- 
graph of  a specific  disease  on  the  face,  and  a 
liagnostic  interpretation  and  brief  discussion  of 
i he  findings  on  the  reverse.  The  cards  are  num- 
bered in  sets  of  four  from  la.  through  12d.  Each 
'»et  poses  a problem  in  differential  diagnosis, 
isted  as  a question  on  the  reverse  of  all  four 
jards  in  the  set. 

If  this  sounds  confusing,  iit  is  because  Doctor 
I Kleppel  has  failed  in  his  attempt  to  simplify  the 
jmfferential  diagnosis  of  specific  and  sometimes 
complicated  radiologic  findings.  He  has  basic- 
ally incorporated  the  “Aunt  Minnie”  or  gestalt 
approach  to  radiologic  interpretation.  I have 
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no  doubt  that  any  interested  physician  could 
“learn”  the  forty-eight  cards  in  a short  time  with 
a minimum  effort.  But  accomplishing  this  will 
not  help  the  praotitioner  in  his  approach  to 
radiographs  of  his  patients. 

The  brief  discussion  of  the  entities  depicted 
is  fairly  well  done,  but  the  range  of  diseases 
( from  a calcified  hydrocoele  to  lucite  ball  plomb- 
age  in  the  extrapleural  space ) is  much  too 
broad.  Although  the  general  quality  of  repro- 
duction of  the  films  is  good,  many  of  the  cases 
depict  very  limited  areas,  and  generally  recog- 
nizable anatomic  landmarks  are  not  included. 
This  would  most  likely  be  oonfusing  to  most  ob- 
servers other  than  radiologists. 

I would  not  recommend  this  deck  of  cards 
except  to  the  most  avid  gambler. 

S.  Barry  Diznoff,  M.D. 
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SYNOPSIS  OF  PEDIATRIC  SURGERY  edited  by  P.  P. 
Rickham,  R.  T.  Soper,  and  U.  G.  Stauffer,  Year  Book 
Medical  Publishers,  Chicago,  1975.  435  pp.  Illus. 
Price  $13.95. 

This  short  book  has  fulfilled  the  practical  need 
for  a handy  and  easy-to- consult  synopsis.  It  is 
intended  mainly  for  medical  students,  nurses, 
and  doctors  who  are  occasionally  confronted  with 
diagnostic  problems  in  infants  and  ohildren.  It 
is  concise,  adequately  illustrated,  emphasizing 
mainly  the  clinical  picture  and  approach  to  man- 
agement. The  broad  spectrum  of  common  dis- 
orders is  handled  well,  and  the  authors  have 
faithfully  covered  the  areas  of  general  pediatric 
surgery,  neurosurgery,  urology,  trauma,  and  or- 
thopedics. 

Although  solid  tumors  have  been  dealt  with 
in  respective  organ  systems,  their  description 
and  management  in  a separate  chapter  would 
have  highlighted  the  due  importance.  A passing 
reference  has  been  made  regarding  the  use  of 
antibiotics;  I believe  a more  detailed  description 
would  have  been  a worthwhile  addition.  On 
the  whole  it  is  a useful  book  serving  the  purpose 
of  providing  a ready  and  direct  reference  to  the 
surgical  problems  in  pediatrics  as  encountered 
in  day-to-day  practice. 

Shivdev  Singh,  M.D. 

« * JS 

ESSENTIAL  IMMUNOLOGY,  2nd  ed.,  by  Ivan  M. 
Roitt,  Lippincott,  Philadelphia,  1974.  260  pp.  136 
Illus.  Price  $8.75. 

All  books  on  general  immunology  should  be 
in  paperback,  testifying  to  the  ever-changing, 
geometric  increase  in  the  knowledge  and  sophis- 
tication of  the  field.  This  allows  the  reader  to 
oarry  it  about,  devouring  and  getting  it  dirty, 
and  to  be  able  to  throw  it  out  in  a few  years 
when  the  new  edition  comes  along. 

This  is  such  a book.  The  author  does  an  excel- 
lent job  of  presenting  the  material  in  a conoise 
and  lucid  fashion  in  two  hundred  forty-five 
pages  ( excluding  indices ) . He  introduces  “mem- 
ory specificity,  and  the  recognition  of  ‘non-self’  ” 
as  the  heart  of  immunity  and  returns  to  these 
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themes  throughout,  explaining  how  these  are 
accomplished  by  an  organism  and  what  the  im- 
plications are  in  health  and  disease.  The  outline 
of  this  book  is  conceptual,  fleshed  out  by  numer- 
ous examples  from  both  classic  and  current  ex- 
periments. 

This  book  was  written  with  both  the  student 
and  the  practitioner  in  mind.  This  is  not  for  the 
layman,  but  for  those  of  us  who  have  dealt  with 
the  topics  of  cancer,  transplantation,  and  hyper- 
sensitivity, those  who  have  treated  infections  and 
ordered  tests  to  diagnose  auto-immune  disease. 
In  passing,  I think  the  author  offers  the  most 
intelligible  explanation  that  I have  read  of  what 
composes  the  different  “Type”  reactions,  and 
what  their  mechanisms  of  action  are.  Further- 
more, by  illustrations,  the  reader  is  safely  led 
through  the  theories  of  T and  B cell  interaction 
and  the  flaws  within  each. 

The  references  are  more  than  adequate.  The 
illustrations  are  numerous,  effective,  and  of  ex- 
cellent quality.  There  are  only  two  criticisms 
that  I can  think  of:  first,  there  could  be  a little 
more  said  about  clinical  immunology  (unfair, 
perhaps,  to  demand  of  a basic  book ) and  seoond, 

. . . it’s  already  a little  out-of-date.  But  then, 
that’s  why  it’s  in  paperback! 

A.  W.  Sasaki,  M.D. 

«« 

PHYSICIAN  EXTRAORDINARY  by  David  Weiss,  Dell 
Publishing  Company,  Inc.,  New  York,  1975.  432 
pp.  Price  $8.95. 

Harvey  may  have  been  extraordinary:  Weiss'' 
book  is  not.  But  it  is  a satisfying,  simple  novel 
based  on  the  fife  and  times  of  William  Harvey. 
The  shift  from  present  day  over-sophistication 
to  the  simplicity  of  medical  knowledge  in  17th 
century  England  takes  some  getting  used  to 
( about  fifty  pages  or  so ) for  a modern  medicine 
man.  One  must  remember  that  the  views  of 
Galen  regarding  the  body  were  thought  divine 
and  indisputable.  The  arteries  were  thought  to 
be  air-filled,  and  the  heart,  an  inconsequential 
filter  for  the  blood  as  it  passed  from  its  place 
of  origin,  the  fiver,  to  the  periphery  where  it 
was  consumed. 
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Harvey  dared  to  say  no,  that  according  to  his 
calculations  the  liver  could  not  possibly  produce 
daily  as  much  blood  as  he  measured  coming  out 
From  a recent  victim  of  King  James.  Harvey 
sought  to  prove  his  theory  of  circulation  by  one 
illegal  dissection  after  another.  He  was  ridiculed, 
rebuffed,  socially  ostracized  for  a time,  and  made 
to  withhold  his  views.  He  worked  for  years  to 
find  a demonstrable  connection  between  the  ar- 
teries and  the  veins;  he  knew  such  a connection 
existed,  but  he  could  not  see  it,  and  never  did. 
(Nevertheless,  with  the  change  of  the  British  mon- 
arch came  acceptance  of  his  publication  De  Motu 
; Cordis , and  the  rest  is  cardiovascular  history. 

My  account  thus  far  may  make  the  book  seem 
undernourished.  It  is  not.  There  are  many 


charming  stories  about  Harvey’s  personal  and 
professional  life  involving  such  personalities  as 
Shakespeare  (portrayed  as  a man  puzzled  and 
dismayed  by  his  waning  virility),  Galileo 
(Harvey’s  teacher),  and  Queen  Elizabeth  (the 
“Virgin  Bitch”).  Love,  and  the  perils  of  ambi- 
tious love,  are  a continuing  theme  for  Harvey 
in  the  book. 

What  also  evolves  in  its  reading  is  a sense  that 
medicine  was  in  Harvey’s  time  more  a religion 
than  a science,  and  its  doctrines  were  adhered 
to  rigidly  and  aggressively.  I am  not,  however, 
certain  we  are  really  any  less  rigid  today. 

Rick  Wolitz 

Mr.  Wolitz  is  a fourth-year  student  at  Jefferson  Medical  Col- 
lege. 
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GLYCOTUSS  (guaifenesin) 
is  the  effective  expectorant 
that  works  to  manage 
the  common  dry  cough. 

Glycotuss  (guaifenesin)  is  long  acting  and  efficient  in  a large 
percentage  of  coughs,  particularly  the  familiar  dry,  non-productive 
cough.  Its  action  is  to  remove  the  cause  of  the  cough  rather  than  to 
just  smother  it  temporarily.  In  addition,  Glycotuss  does  not  cause 
the  undesirable  side  effects,  such  as  gastric  distress,  common  with 
other  guaiacols. 

Glycotuss  increases  the  secretions  of  the  bronchial  tree.  Following 
medication,  fluids  in  the  respiratory  tract  are  enhanced  with  less 
mucus  and  reduced  viscosity.  The  increased  flow  of  less  viscid 
secretions  exerts  a demulcent  effect  on  the  tracheo-bronchial 
mucosa,  promotes  ciliary  action  and  facilitates  removal  of 
inspissated  mucus. 


Indications:  GLYCOTUSS 
is  of  value  iiflflla 
coughs,  particularly  the 
cough,  clue  to  the  common  coll 
In  chro°ic'  broheWtis  and  .bronchi 
sisr.lt  apparentl^aids  dealing  in 
chronic  stage  of  inflamniai;tf|1bw 
ing  irritation.  jR;sB£8Ljri  often 
creases  in  amount  and  •i|L|'issi 
tionable  in  taste  and  ooor..  . 


Dosage:  Adults:  One  or  two  tabid 
teaspoonfuls  every  four  hours 
suggested  ad!i|®naxtm:u:m  daili 
age  is  800  mg.Mfles's  directed 
wise  by  the  Dhvsic^nMBililend 
1 2 years)  6ne;:|a|llM  or  teasp® 
every  four  hours'^MpBnaunq 
years  as  the  phydi{||iiii||fi^J* 
Contraindications:  Co^ffaindical 
patients  who  have  a historytSa 
t;v’ty  ip  guaiacol. 

Side  Effects:  No  serious  side  ej 
have  been  reported  of . gua  feij 
Occasional  gastric  disturbance 
nausea  have  been  encountered; 
Supplied:  GLYCOTUSS  (guaifer 
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iO'O  mg.  guaifenesin. 
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Allentown,  Pennsylvania  1 8102 


Speakers  on  Speakers  for  July,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  July  6,  Herbert  W.  Gray,  Jr., 
M.D.,  Cosmetic  Surgery;  July  13,  Peter  V.  Martin,  M.D.,  Ostomies;  July  20, 
Richard  F.  Brams,  M.D.,  Pollen  and  Mold  Allergies;  July  27,  Richard  H.  Weiss, 
M.D.,  Obstetrical  Anesthesia. 

In  the  News  The  new  officers  of  the  Delaware  Psychiatric  Society  are  Tengiz  M.  Alatur,  M.D., 

President,  Karnik  Gurdikian,  M.D.,  President-Elect,  and  George  Reynolds,  M.D., 
Secretary-Treasurer. 

Willard  F.  Preston,  M.D.,  was  honored  by  friends,  colleagues,  and  former  pa- 
tients at  a reception  on  May  25  at  the  Hotel  du  Pont.  Dr.  Preston,  a graduate 
of  Georgetown  University  School  of  Medicine,  is  a retired  general  practitioner, 
obstetrician,  and  gynecologist. 


Breast  Cancer 
Conference 


International 
Doctors  in 
Alcoholics 
Anonymous 


Mushroom 

Conference 


Transplantation 
Society  Congress 


CLINICAL  NOTICES  AND  MEETINGS 

An  International  Symposium  on  Breast  Cancer  will  be  held  August  1-4  in  Lucerne, 
Switzerland.  The  symposium  will  be  sponsored  by  the  Physicians  Associated  for 
Continuing  Education  in  cooperation  with  Johns  Hopkins  University,  the  American 
Cancer  Society,  and  the  Swiss  League  Against  Cancer.  Seminars  on  diagnosis,  treat- 
ment of  advanced  breast  cancer,  and  new  frontiers  in  breast  cancer  are  scheduled. 
The  course  is  approved  for  20  hours  of  Category  I Continuing  Education  Credits  for 
the  Physician’s  Recognition  Award  of  the  AM  A for  US  participants.  The  travel 
program  also  includes  a week  (August  5-13)  of  independent  travel  with  a choice  of 
three  travel  plans.  For  information  contact:  Dr.  Erwin  Witkin,  President,  P.A.C.E., 
Suite  208,  The  Uptown  Federal  Building,  6609  Reisterstown  Road,  Baltimore,  Mary- 
land 21215. 

The  annual  convention  of  International  Doctors  in  Alcoholics  Anonymous  will  be  held 
at  the  Los  Angeles  Marriott  Hotel,  Los  Angeles,  California,  August  5-8.  This  is  a 
non-dues  paying  organization  of  physicians  and  dentists  who  meet  at  least  yearly  to 
help  each  other  obtain  and  maintain  their  sobriety  and  freedom  from  drugs.  New- 
comers are  welcome.  For  information  contact:  Lewis  K.  Reed,  M.D.,  Secretary,  Inter- 
national Doctors  in  Alcoholics  Anonymous,  1950  Volney  Road,  Youngstown,  Ohio  44511. 

The  Third  Annual  Aspen  Mushroom  Conference  will  be  held  in  Aspen,  Colorado, 
August  8-13.  The  conference  is  sponsored  by  the  Colorado  Mountain  College  and  the 
Beth  Israel  Hospital,  Denver,  Colorado.  Courses  on  advances  in  the  diagnosis  and 
treatment  of  mushroom  poisoning  and  on  hallucinogenic  mushrooms  will  be  presented. 
For  information  contact:  Aspen  Mushroom  Conference,  1818  Gaylord  Street,  Denver, 
Colorado  80206.  Telephone  (303)  320-5333. 

The  Sixth  International  Congress  of  the  Transplantation  Society  will  be  held  in  New 
York  City,  August  22-28.  Principal  themes  of  the  Congress  will  include:  clinical 
transplantation,  artificial  life  support  systems,  experimental  organ  transplantation, 
bone  marrow  transplantation,  transplantation  biology,  transplantation  antigens  and 
antibodies,  allograft  survival,  immunogenetics  of  transplantation,  immunosuppression, 
and  cancer  and  transplantation.  For  information  contact:  Felix  T.  Rapaport,  New 
York  University  Medical  Center,  560  First  Avenue  (Room  H-438),  New  York,  New 
York  10016. 
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A symposium  on  DIAGNOSTIC  ULTRASOUND  IN  GASTROENTEROLOGY  AND 
UROLOGY  will  be  presented  by  the  Department  of  Radiology,  Gastroenterology  and 
Urology  of  the  Johns  Hopkins  Medical  Institutions  in  Baltimore,  Maryland,  September 
9-10.  The  program  is  designed  for  the  practicing  Ultrasonographer,  Gastroenter- 
ologist, and  Urologist.  The  fee  is  $150.  For  information  contact:  Janet  B.  Hardy, 
M.D.,  Department  of  Continuing  Education,  The  Johns  Hopkins  University  School  of 
Medicine,  720  Rutland  Avenue,  Room  17,  Baltimore,  Maryland  21205. 


The  following  cardiology  conferences  will  be  presented  by  the  American  Heart  Asso- 
ciation Council  on  Clinical  Cardiology.  For  information  on  these  courses  contact: 
Administrator,  Postgraduate  Courses,  American  Heart  Association,  7320  Greenville 
Avenue,  Dallas,  Texas  75231. 

CARDIOLOGY  TODAY:  FOR  THE  PHYSICIAN  IN  CLINICAL  PRACTICE,  San  ! 
Francisco,  California,  August  25-27.  The  prime  emphasis  of  lectures  and  conferences 
will  be  on  the  practical  clinical  application  of  newer  advances  in  cardiovascular 
medicine. 

CURRENT  CONCEPTS  IN  ISCHEMIC  HEART  DISEASE,  Hyannis,  Massachusetts,  j 
September  20-22.  The  course  will  survey  the  current  status  of  the  diagnosis  and 
treatment  of  ischemic  heart  disease  with  established  and  newer  techniques. 


THE  SECOND  MEMORIAL  IGNATZ  SEMMELWEIS  SEMINAR  ON  PROGRESS 
IN  MATERNAL  AND  FETAL  MEDICINE  will  be  held  September  16-19  in  Cherry 
Hill,  New  Jersey.  The  program,  sponsored  by  the  College  of  Medicine  and  Dentistry 
of  New  Jersey,  will  feature  outstanding  authorities  in  perinatology.  For  information 
contact:  Dr.  Leslie  Iffy,  Program  Director,  Department  of  Obstetrics  and  Gynecology, 
The  College  of  Medicine  and  Dentistry  of  New  Jersey,  Martland  Hospital,  65  Bergen 
Street,  Newark,  New  Jersey  07107. 


A course  on  CURRENT  TRENDS  IN  CLINICAL  ANESTHESIA  will  be  presented 
by  the  Department  of  Anesthesiology  of  New  York  University  Postgraduate  Medical 
School  in  New  York  City,  September  18-19.  Theoretical  and  practical  lectures  and 
demonstrations  will  be  held  to  assist  practicing  anesthesiologists  in  updating  clinical 
skills  and  applying  new  management  and  care  concepts.  Tuition  fee  is  $160.  For 
information  contact:  Dr.  James  Cottrell,  Department  of  Anesthesiology,  New  York 
University  School  of  Medicine,  550  First  Avenue,  New  York,  New  York  10016.  Tele- 
phone (212)  679-3200,  Ext.  2754. 


The  American  Cancer  Society  and  National  Cancer  Institute  will  sponsor  a NA- 
TIONAL CONFERENCE  ON  CANCER  RESEARCH  AND  CLINICAL  INVESTI- 
GATION  in  St.  Louis,  Missouri,  September  20-22.  The  conference  will  present  im- 
portant developments  in  basic  cancer  research  and  demonstrate  the  relationship  of 
this  work  to  clinical  investigation.  For  information  contact:  Sidney  L.  Arje,  M.D., 
American  Cancer  Society,  777  Third  Avenue,  New  York,  New  York  10017. 

The  28th  Annual  Assembly  of  the  American  Academy  of  Family  Physicians  will  be 
held  in  Boston,  Massachusetts,  September  20-23.  For  information  contact:  The  Ameri- 
can  Academy  of  Family  Physicians,  1740  West  92nd  Street,  Kansas  City,  Missouri 
64114. 

THE  ANNUAL  OTOLARYNGOLOGIC  ASSEMBLY  OF  1976  will  be  held  October  j 
16-22  in  the  Eye  and  Ear  Infirmary  of  the  University  of  Illinois  Hospital,  Chicago,  (j 
Illinois.  The  Department  of  Otolaryngology  of  the  Abraham  Lincoln  School  of  Medi-  |i 
cine  will  present  a condensed  basic  and  clinical  program  on  current  information  in  J 
medical  and  surgical  otorhinolaryngology  for  practicing  otolaryngologists.  For  in-  f 
formation  contact:  OTOLARYNGOLOGY,  P.O.  Box  6998,  Chicago,  Illinois  60680. 
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; According  to  her  major 
Iptoms,  she  is  a psychoneu- 
n to  patient  with  severe 
l Eiiety.  But  according  to  the 

Eription  she  gives  of  her 
ngs,  part  of  the  problem 
sound  like  depression, 
is  because  her  problem, 
lough  primarily  one  of  ex- 
(ive  anxiety,  is  often  accom- 
g led  by  depressive  symptom- 
y Pgy.  Valium  (diazepam) 
y provide  relief  for  both— as 
n Excessive  anxiety  is  re- 
id,  the  depressive  symp- 
n s associated  with  it  are  also 
n relieved. 

There  are  other  advan- 
^ s in  using  Valium  for  the 
j jiagement  of  psychoneu- 
i p anxiety  with  secondary 
j ressive symptoms:  the 
, :hotherapeutic  effect  of 
k um  is  pronounced  and 
5.  d.  This  means  that  im- 
minent is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


lillance  because  of  their  predisposi- 
to  habituation  and  dependence.  In 
e nancy,  lactation  or  women  of  child- 
, ingage,  weigh  potential  benefit 
1st  possible  hazard. 

1 autions:  If  combined  with  other  psy- 
ropics  or  anticonvulsants,  consider 
fully  pharmacology  of  agents  em- 
3d;  drugs  such  as  phenothiazines, 
r otics,  barbiturates,  MAO  inhibitors 
>i  3th er  antidepressants  may  potentiate 
i-  :tion.  Usual  precautions  indicated  in 
n hts  severely  depressed,  or  with  latent 
. ession,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 

TUMOR  CONTROL  CENTERS  PROGRAM 


Robert  W.  Frelick:,  M.D. 


In  the  last  six  months  the  Tumor  Control  Cen- 
>■:  ters  Program,  which  was  initiated  three  years 
: ago  through  the  efforts  of  the  Delaware  Division 
of  the  American  Cancer  Society  after  funding 
from  a private  foundation,  has  had  some  sig- 
nificant administrative  changes.  This  program 
has  been  designed  to  try  to  provide  oncologic 
consultation  for  cancer  patients  and  their  phy- 
sicians throughout  the  State  through  conferences 
and  clinics.  New  drugs  and  protocols  for  cancer 
management  have  been  introduced  through  local 
physicians  and  clinics  established  in  each  of  the 
I hospitals  in  Sussex  and  Kent  Counties,  where  pa- 
I tients  are  seen  by  medical  and  radiotherapeutic 
: oncologists  for  follow-up  and  consultation  pur- 
I poses.  Tumor  conferences  are  held  in  each  hos- 
I pital  on  a monthly  basis.  In  general,  this  has 
! been,  as  nearly  as  can  be  determined,  a helpful, 
worthwhile  program  for  physicians,  patients,  and 
nurses. 

The  Tumor  Control  Centers  Program  has  had 
j its  own  autonomous  board.  The  board  has  stimu- 
i lated  the  naming  of  a cancer  coordinator  for  each 
hospital,  plus  a clerk  who  is  responsible  for  the 
Tumor  Registry  activities.  New  cases  are  regis- 
| tered  and  funneled  to  the  Wilmington  Medical 
Center  Registry,  now  the  Delaware  Cancer  Net- 
i work  Tumor  Registry,  where  the  data  is  put  on 
the  EDCO  computer.  After  expanding  on  this 
experience,  the  Delaware  Cancer  Network  an- 
swered a proposal  (RFP)  from  the  Division  of 
Cancer  Control  and  Rehabilitation  of  the  Na- 

Dr.  Frelick  is  Deputy  Director  of  the  Delaware  Cancer  Network. 


tional  Cancer  Institute  to  develop  a detailed 
“Saturation  Projeot”  for  the  State  of  Delaware. 
While  it  was  not  accepted,  a grant  request  was 
subsequently  submitted  to  Cancer  Control  to 
extend  the  life  and  enlarge  the  program  of  the 
Tumor  Control  Centers. 

At  the  time  the  original  funding  ended  on 
August  31,  1975  we  were  anticipating  NCI  fund- 
ing. Subsequently  we  were  notified  that  our 
grant  request  for  extending  the  program  had 
been  approved  but  not  funded.  Very  little  hope 
for  funding  was  given  until  we  were  notified  in 
Maroh  of  funding.  The  final  award  has  not  yet 
been  made  so  it  is  not  clear  how  much  money 
will  be  available.  We  anticipate  that  funds  will  be 
adequate  to  carry  on  and  expand  our  program. 
The  effective  date  of  funding  will  be  July  1, 
1976. 

In  the  expanded  program  there  is  hope  that 
we  can  provide  more  support  for  chaplain  serv- 
ices in  Sussex  and  Kent  Counties  and  for  a social 
worker  who  can  help  coordinate  the  resources 
needed  to  help  the  cancer  patients,  particularly 
those  who  are  being  seen  for  treatment  in  various 
parts  of  the  State.  Monthly  tumor  conferences 
will  be  continued  in  each  hospital.  Hopefully 
clinics  can  be  sponsored  twice  a month.  We 
hope  to  plan  for  the  development  of  task  forces 
for  the  major  tumor  areas  of  lung,  leukemia  and 
lymphomas,  and  colon-rectal,  and  utilize  existing 
committees,  where  possible,  for  other  sites.  Ef- 
forts will  be  made  to  coordinate  and  improve 
support  services.  ( Continued ) 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801,  Tel.  (302)  428-2113. 
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Cancer  Communique 


On  February  26,  1976,  the  executive  committee 
of  the  Delaware  Cancer  Network  voted  to  as- 
sume responsibility  for  the  Tumor  Control  Cen- 
ters Program.  It  is  proposed  that  the  original 
board  become  a standing  committee  of  the  Dela- 
ware Cancer  Network  Advisory  Board,  reporting 
to  the  Director  of  the  Delaware  Cancer  Network. 
Thus  the  Tumor  Control  Centers  should  have  a 
new  lease  on  life. 

With  the  understanding  of  the  practicing  phy- 
sicians and  other  health  professionals  who  are 
involved  in  the  care  of  cancer  patients,  it  is  hoped 
that  we  can  insure  for  the  patients  of  Delaware, 
optimum  treatment  and  management  as  close 
to  the  patient’s  home  as  feasible.  This  can  be 
accomplished  through  cooperation,  education, 
and  improved  management  techniques — by  bet- 
ter prevention,  early  detection,  improved  treat- 
ment, and  rehabilitation.  It  should  be  possible, 
according  to  cancer  experts,  to  reduce  cancer 
morbidity  and  mortality  by  25%  with  current 
knowledge,  if  applied,  including  the  easily- 
given  and  difficult-to-comply-with  advice  to  stop 
smoking. 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan , Tiffiny,  Whittenton , Barco,  etc. 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 

1140  BALTIMORE  PIKE  TRI-STATE  MALL  (Lower  Level) 
Springfield,  Pa.  19064  Claymont,  Delaware  19703 

(215)  Kl  3-4002  (302)  798-5387 
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NEEDED:  YOUR  SUPPORT 


This  month,  our  nation  celebrates  its  bicenten- 
nial. Parenthetically,  this  is  also  the  bicenten- 
nial year  of  the  Medical  Society  of  Delaware, 
which  was  founded  in  1776,  although  not  in- 
corporated until  1789. 

Competing  with,  and  possibly  eclipsing  the  bi- 
centennial celebration,  are  the  elections  which 
will  take  place  in  November  of  this  year.  As  a 
profession  we  have  a big  stake  in  this  political 
process  for  what  may  occur  during  the  next  four 
years  may  determine  whether  our  profession  is 
to  survive  free  of  total  government  domination. 
Any  physician  who  is  at  all  familiar  with  na- 
tionalization of  medical  care  in  other  countries 
can  be  confident  that  the  strictures  on  physician 
and  patient  that  characterize  those  systems,  will 
in  time  characterize  any  similar  system  that  is 
enacted  in  our  country. 

And  if  the  experience  of  other  countries  is  any 
indication,  the  cost  of  any  such  socialization  will 
be  enormous  not  only  in  money  but  quite  prob- 
ably in  the  quality  of  freedom  that  our  citizens 
have  enjoyed  in  the  past  and  which  have  con- 
tributed to  the  greatness  of  our  nation. 

As  physicians,  we  have  focused  our  energies 
on  practicing  our  profession,  and  I suspeot  we 
have  largely  ignored  the  creeping  federalism 
that  now  threatens  to  become  a galloping  fed- 
eralism. This  luxury  of  being  peripheral  to  the 
political  scene  will  now  have  to  change  if  we 
desire  to  maintain  the  integrity  of  our  profession. 

There  should  be  no  doubt  in  our  minds  re- 
garding the  necessity  for  our  working  not  only 


to  influence  the  direction  that  legislation  takes, 
but  also  to  work  for  the  election  of  legislators 
who  are  not  dedicated  to  continued  growth  of 
government  regulation  and  government  domi- 
nation of  our  national  life. 

In  DELPAC  and  AMPAC,  we  have  instru- 
ments for  providing  support  to  those  candidates 
who  share  our  concerns.  It  is  imperative  that 
we  support  these  organizations  with  contribu- 
tions of  time,  talent,  AND  money.  In  the  AM  A, 
we  have  an  organization  that  has  the  capability 
to  influence  legislation  and  regulation  at  the 
federal  level.  The  AMA  represents  the  largest 
oross  section  of  our  profession,  and  despite  the 
faults  common  to  all  large  organizations,  it  is 
the  only  advocate  of  our  profession  with  the 
machinery  to  make  the  views  of  our  profession 
felt  in  Washington.  For  this  reason,  if  for  no 
other,  it  deserves  the  support  of  ALL  the  mem- 
bers of  the  Medical  Society  of  Delaware.  Finally, 
as  individuals  and  as  citizens,  we  owe  it  to  our- 
selves to  personally  communicate  with  our  elec- 
ted representatives.  Most  of  them  welcome 
citizen  input  to  the  legislative  process. 

Two  hundred  years  ago,  six  physioians  signed 
the  Declaration  of  Independence,  and  in  so  do- 
ing, risked  their  fortunes  and  their  lives.  Cer- 
tainly we  can  do  a little  and  give  a little  to 
preserve  the  concept  that  they  championed. 

<6 
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ORGANIZATION  AND  FUNCTIONS  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 


The  primary  purpose  for  considering  a re- 
organization of  the  Medical  Society  of  Delaware 
is  to  enable  the  State  Society  to  be  a more  ef- 
fective organization  in  dealing  with  the  public, 
insurance  carriers,  and  government.  To  reor- 
ganize the  Society  I would  suggest  two  alterna- 
tives: (1)  Keep  the  county  societies  but  transfer 
some  of  their  non-social  functions  to  the  State 
Society.  The  Board  structure  would  remain  the 
same  with  eleoted  officers  and  county-chosen 
Trustees.  (2)  Keep  the  county  societies  as  under 
(1)  above  but  have  specialty  representatives  as 
members  of  the  Board  of  Trustees  of  the  Medical 
Society  of  Delaware  as  opposed  to  having  repre- 
sentatives from  county  societies.  The  selection 
of  either  of  these  two  alternatives  or  of  any  other 
alternative  would  depend,  to  a great  degree,  on 
the  reasons  or  objectives  for  reorganizing  the 
Medical  Sooiety  of  Delaware. 

At  the  present  time,  I lean  toward  chang- 
ing the  basic  structure  of  the  Medical  Society 
of  Delaware.  Consideration  should  be  given 
to  reorganizing  the  make-up  of  the  Board  of 
Trustees  to  provide  for  representation  from 
various  specialty  groups  on  the  Board.  I think, 
however,  that  a good  case  could  be  argued  for 
retaining  the  respective  county  societies  as  social/ 
educational/informational  organizations. 

This  approach  would  require  the  revision  of 
the  by-laws  of  the  Medical  Society  of  Delaware. 
At  first  glance,  one  of  the  changes  required 
would  be  to  ensure  that  the  by-laws  are  explicit 
in  retaining  all  control  over  committee  functions 
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and  all  discussions  with  insurance  carriers,  the 
public,  and  the  government,  and  in  retaining  the 
authority  to  delegate  any  matter  it  wishes  to 
various  ad  hoc  oommittees  of  the  State  com- 
mittees. Another  control  on  the  activities  of 
the  “social”  county  societies  would  be  a by-laws 
provision  that  all  monies  collected  for  dues  be 
sent  directly  to  the  treasurer  of  the  Medical  So- 
ciety of  Delaware,  who  then,  upon  authorization 
of  the  Medical  Sooiety  of  Delaware  Board  of 
Trustees,  would  make  appropriate  distribution  to 
the  respective  county  societies.  In  this  fashion, 
funds  could  be  controlled,  which  would,  in  effect, 
oontrol  the  activities  of  the  various  county  socie- 
ties. 

From  a practical  standpoint  it  would  appear 
to  be  very  difficult  to  make  this  sort  of  change. 
It  may  be  preferable  to  perform  this  switch  in 
stages;  if  the  oounties  could  be  persuaded  to 
abandon  all  of  their  committees  and  delegate 
their  functions  back  to  the  State  Society,  the 
Medical  Society  of  Delaware  then  could  make 
appropriate  distribution  of  the  issues.  The  sec- 
ondary step,  that  of  changing  the  make-up  of 
the  Board  of  Trustees,  could  be  considered  at 
a later  date.  The  Long  Range  Planning  Com- 
mittee working,  as  the  name  implies,  without 
an  atmosphere  of  haste,  has  been  considering 
these  problems  for  quite  some  time. 


Executive  Director 
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EARLY  DELAWARE  DOCTORS 


j 

My  interest  in  our  early  doctors  started  in 
1959  with  James  Tilton  (1745-1822)  when  I was 
President  of  the  Medical  Society  of  Delaware. 

! Since  then  I have  gone  further  into  Delaware’s 
medical  past,  picking  out  some  of  our  most 
eminent  physicians  of  former  years  and  trying 
to  evaluate  who  they  were  in  their  times  and 
what  they  did.  As  might  be  expected,  much  of 
the  material  which  I shall  present  has  come  from 
the  Scharf1  and  the  Conrad2  Histories  of  Dela- 
$;  ware.  The  book  on  the  History  of  the  Medical 
Society  of  Delaware,  prepared  for  its  150th  An- 
niversary in  1939  by  Dr.  Meredith  I.  Samuels,3 
has  been  another  fertile  source  of  information 
as  well  as  the  writings  of  Emerson  Wilson4  and 
John  Munroe.5 

In  1896  Dr.  Thomas  C.  Stellwagen  of  Phila- 
delphia gave  a most  informative  talk  on  “Dela- 
ware’s Doctors”  before  the  Historical  Society  of 
; Delaware.0  In  the  introductory  paragraphs  of 
j his  paper  he  said,  “As  a nursery  and  training 
school  for  great  men,  it  is  evident  to  even  a 
I casual  observer  that  the  climate,  the  food,  the 
surroundings  of  Delaware  must  be  particularly 
well  adapted  by  nature  for  producing  the  high- 
est intellectual  and  moral  attainments  . . . The 
I political,  industrial,  and  moral  influence  of  your 
men  and  women  has  been  beyond  all  proportion 

j Dr.  Shands  is  Medical  Director  Emeritus  of  the  Alfred  I. 
duPont  Institute,  Wilmington,  Delaware. 


Alfred  R.  Shands,  Jr.,  M.D. 


to  the  size  of  your  State  ...  It  seems  useless  to 
remind  this  learned  body  that  insular  and  penin- 
sular people  have,  in  the  past,  played  a mighty 
part  in  the  goverment  of  the  world  . . . Dela- 
ware may  be  compared  with  Greece,  as  to  the 
climate  and  general  conditions  of  the  peninsula 
of  which  it  forms  a part.  Surrounded  on  three 
sides  by  great  political  neighbors  with  the  fourth 
open  to  the  sea  and  bay,  she,  like  Greece,  has 
maintained  a position  always  independent  and 
often  controlling;  like  Greece,  when  compared 
with  her  neighbors,  she  is  famous;  like  Greece 
she  is  fertile  agriculturally  and  mentally.  Many 
are  the  names  of  her  sons  and  daughters  that 
are  written  in  brilliant  tints  upon  the  roll  of 
fame  . . . Fortunately,  it  fell  to  my  lot  to  look 
up  that  portion  of  her  history  which  relates  to 
the  medical  profession  of  your  State.  The  rich- 
ness of  what  at  first  appeared  to  be  a field  of 
limited  possibilities,  soon  made  the  work  a de- 
light. The  noble  deeds,  the  scientific  attain- 
ments, and  the  intelligent  pursuit  by  her  devotees 
in  the  healing  art  were  unfolded  before  my  eyes.” 
It  is  about  some  of  these  “noble  deeds”  and 
“scientific  attainments”  of  our  leading  doctors 
that  I shall  speak. 

The  first  physician  to  settle  in  Delaware  was 
Tyman  Stidham,  a Swedish  doctor  who  came 
with  the  early  Colonists  on  the  fifth  Swedish  ex- 
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Home  of  Dr.  Tyman  Stidham  on 
the  Banks  of  the  Christina  River. 


From  The  Historical  Society  of  Delaware 


pedition  in  1643,  went  back  to  Sweden,  and 
then  returned  with  his  family  in  1654  to  locate 
permanently  in  Wilmington.  He  built  a home 
on  the  banks  of  the  Christina  and  acquired  346 
acres  of  land  in  what  is  now  lower  Wilmington, 
close  to  the  Old  Swedes  Church.  (Figure  1) 
When  the  Dutch  came,  he  changed  his  alle- 
giance, which  he  did  again  when  the  English 
arrived,  so  he  was  able  to  continually  possess  the 
land  which  he  had  acquired  under  the  Swedish 
rule.  Many  are  his  descendants  in  Delaware 
today. 

The  first  English  doctor  in  the  State  was  John 
Rhoads  of  Sussex  County.  He  was  appointed 
a magistrate  in  1673  and  was  killed  by  the  In- 
dians the  following  year. 

In  1889  Dr.  Lewis  P.  Bush  (1812-1892)  wrote 
about  the  medical  practice  of  the  early  days  as 
follows:  “It  was  no  child’s  play  to  practise  medi- 
cine in  those  days,  when  the  physician  was  com- 
pelled to  make  his  visits  on  horseback  in  the 
most  inclement  season  of  the  year,  and  to  carry 
his  stock  of  medicines — always  including  the  in- 
dispensable calomel  and  jalap,  Peruvian  bark 
and  Epsom  salts — in  his  saddle-bags,  glad  even 
that  his  compensation  would  be  made,  if  made 
at  all,  in  com  or  shucks,  in  cider  or  apple-jack.”7 

In  the  early  days  the  physicians  as  a group 
were  the  best  educated  erf  the  times,  and  were 
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the  only  ones  in  the  community  who  oould  be 
called  upon  for  information  on  scientific  prob- 
lems. John  Munroe  writes.  “The  physicians  were 
the  natural  leaders  in  the  community;  hence,  it 
was  only  right  that  they  be  considered  for  poli- 
tical office.”5  From  1777  to  1871  Delaware  had 
seven  doctor  governors,  the  first  two  of  whom 
were  called  presidents,  and  four  doctor  US  sena- 
tors. (Tables  1 and  2)  There  are  portraits  (P) 
of  five  of  these  in  the  Capitol  building  at  Dover. 


DOCTOR  GOVERNORS  OF  DELAWARE 

John  McKinley  (1721-1796)  — first  president 
(1777) 

James  Sykes  (1761-1822)  — 14th  governor 
(1801-1802) 

Joseph  Marvel  — 34th  governor 
William  T.  Burton  (1789-1866)  — 39th  governor 
(1859-1863) 

Gove  Saulsbury  (1815-1881)  — 41st  governor 
(1867-1871)  (P) 

Joseph  Maul  (1781-1846)  — acting  governor  in 
1846  (P) 
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TABLE  2 

DOCTOR  US  SENATORS  FROM  DELAWARE 

Joshua  Clayton  (1744-1798)  — In  1798 
Henry  Latimer  ( 1 752- 1 8 1 9 ) — First  served  in  Con- 
gress 1793  to  1795.  In  Senate  1795-1801 
(P) 

Arnold  Naudain  (1790-1872)  — In  1829-1836 
Martin  W.  Bates  (1787-1869)  — In  1857-1859. 
First  a doctor,  then  a lawyer  and  judge  (P) 

In  addition  there  was  one  representative  in 
Congress  — Hiram  R.  Burton  (1841-1927)  who 
served  two  terms. 

It  has  been  written  that  most  of  the  doctors  in 
public  service  were  not  outstanding  physicians 
since  many  had  withdrawn  from  medicine  into 
politics  early  in  life.8  This  was  not  true  of  James 
Sykes,  our  14th  governor,  who  had  a national 
reputation  as  a lithotomist. 

Incidentally,  the  first  lawyer  in  the  State  was 


Thomas  Spry  (1620-1685),  who  was  an  educated 
dootor  before  going  into  law.4  There  has  been 
one  Superior  Court  Judge,  Dr.  Edward  Dingle 
(1779-1847),  who  was  a lawyer  and  a physician. 

Medicine  and  religion  have  always  been  hand- 
maidens and  were  more  so  in  our  early  times. 
There  have  been  five  clerical  physicians.8  ( Table 

3) 

TABLE  3 

CLERIC-PHYSICIANS 

John  Haslet  (1727-1777),  of  Dover — Presbyterian 
Nathaniel  Luff  (1756-1806),  of  Kent  County  — 
Quaker 

John  Day  Perkins  (1790-1860),  of  Smyrna  — 
Methodist 

John  Vaughan  (1775-1808),  of  Wilmington  — 
Baptist 

Matthew  Wilson  (1729-1790),  of  Lewes  — Pres- 
byterian 
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Of  the  40  physicians  whose  religion  was  men- 
tioned in  Scharf’s  History,  there  were  19  Presby- 
terians, ten  Episcopalians,  six  Methodists,  two 
Quakers,  and  one  each  of  Lutheran,  Baptist,  and 
Roman  Catholic  faiths.1 

The  physicians  of  Delaware  have  always  been 
well  represented  in  our  wars  and  armed  forces. 
One  of  Delaware’s  greatest  naval  heroes  of  all 
times,  who  served  in  the  War  of  1812,  was 
Commodore  Jacob  Jones12  (1768-1850)  of  Dover, 
who  started  his  life  as  a physician.  Thirteen 
served  in  the  Revolutionary  War,  many  in  the 
War  of  1812,  and  24  in  the  Northern  Army  in  the 
War  Between  the  States.  The  first  physician 
and  Surgeon  General  of  the  Army  was  James 
Tilton  ( 1745-1822)  in  the  War  of  1812,  appointed 
by  President  James  Madison.9  In  1902  Dela- 
ware furnished  a second  Army  Surgeon  Gen- 
eral, William  H.  Forwood  ( 1838-1915 ).x 

I consider  the  four  greatest  Delaware  physi- 
cians to  have  been  James  Tilton  (Figure  2),  Ed- 
ward Miller  (1760-1812)  (Figure  3),  Henry  P. 


JAM  IS'TI  ETON 


James  Tilton,  M.D. 

Portrait  by  Bass  Otis  painted  about  1815 
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Askew  (1805-1876)  (Figure  4),  and  Lewis  P. 
Bush  (1812-1892)  (Figure  5);  the  latter  two 
were  founder  members  of  our  Historical  Sooiety. 

James  Tilton’s  career  has  previously  been  de- 
scribed in  this  Journal  and  will  not  be  repeated.9 

Edward  Miller  (1760-1812) 

Dr.  Edward  Miller  was  the  second  physi- 
cian whose  professional  accomplishments  I 
consider  most  outstanding  — some  say  they  were 
greater  than  those  of  Tilton.  His  close  friend, 
Benjamin  Rush  (1745-1813)  of  Philadelphia, 
said,  “There  is  no  doctor  in  the  United  States 
second  to  Dr.  Miller.”  His  reputation  in  medi- 
cine was  said  to  be  the  most  world-wide  of  all 
the  physicians  in  this  country.  He  was  especial- 
ly known  for  his  treatment  of  yellow  fever  and 
malaria,  particularly  with  oinchona  bark  (qui- 
nine). He  was  very  definite  in  his  ideas  con- 
cerning the  non-contagiousness  of  yellow  fever 
and  its  domestic  origin.  One  of  his  first  papers 
in  1793  was  “Defending  the  Theory  of  the  Do- 
mestic Origin  of  Yellow  Fever.”10  He  was  the 
first  to  advise  drinking  water  in  fevers,  a recom- 
mendation which  has  probably  alleviated  the  suf- 
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ferings  of  mankind  in  this  direction  more  than 
any  other  one  remedy.  He  introduced  the  plan 
of  treating  “cholera”  or  bilious  diarrhea  of  in- 
fants with  minute  doses  of  calomel.  He  was  an 
ardent  advocate  of  vaccination  as  were  Dr. 
Samuel  Henry  Black  (1782-1827),*  Dr.  John 
Vaughan  (1775-1808),  and  Dr.  Lewis  P.  Bush, 
all  of  Wilmington.  Miller’s  paper  “Medical  Laws 
of  Evidence”  is  one  of  his  best  and  is  a classic.10 

Miller  left  Delaware  in  1796  and  went  to  New 
York  where  in  1797  he,  with  Drs.  Mitchell  and 
Elihu  Smith,  published  the  first  medical  journal 
in  the  United  States,  The  Medical  Repository.  In 
this  journal  many  articles  were  published  con- 
cerning the  non-contagiousness  and  domestic 
origin  of  yellow  fever,  which  was  not  proven 
wrong  until  Walter  Reed’s  work  in  Cuba  in  the 
Spanish- American  War.  In  1807  he  became  Pro- 
fessor of  the  Practice  of  Physic  at  New  York 
University  Medical  School,  and  in  1809  he  was 
appointed  a physician  and  later  lecturer  to  the 
New  York  Hospital.  He  helped  to  start  a new 
medical  school,  the  Medical  Institution  of  New 
York.  In  1803  he  was  appointed  the  Port  Physi- 
cian of  New  York,  which  was  an  outstanding 
position  in  New  York  medicine  of  that  day. 

Dr.  Miller  was  bom  in  Dover  in  1760.  His 
father,  the  Reverend  John  Miller,  was  a Presby- 
terian minister  who  had  oome  from  Boston  and 
was  pastor  of  the  Presbyterian  Church  in  Dover 
for  43  years.  Edward  Miller  attended  the  New- 
ark Academy  and  started  the  study  of  medicine 
with  Dr.  Charles  Ridgley  (1730-1785)  of  Dover 
with  whom  Tilton  had  also  been  associated  in 
his  early  days.  He  spent  two  years  as  a sur- 
geon’s mate  in  the  military  hospitals  in  the 
Revolutionary  War  (1780-1782)  and  then  went 
to  the  University  of  Pennsylvania  Medical  School, 
graduating  in  1785.  He  returned  to  Frederica, 
Delaware,  to  practice,  followed  by  practice  in 
Somerset  County,  Maryland.  When  the  Medical 
Society  of  Delaware  was  incorporated  in  1789,  he 
became  its  first  secretary  and  the  next  year  gave 
the  first  Inaugural  Address  before  the  Society, 
an  unusual  honor  for  such  a young  man.  On  the 
occasion  of  the  100th  Anniversary  of  the  Medical 

•There  is  a story  of  Doctor  Black  vaccinating  his  son  and  taking 
him  to  a camp  of  Indians  at  Cooch’s  Bridge  where  there  was 
smallpox.  The  boy  was  placed  amongst  the  diseased  Indians. 
The  success  of  this  demonstration  did  much  to  convince  the 
unbelieving  people  of  the  value  of  vaccination. 


Society  of  Delaware,  Dr.  L.  P.  Bush  wrote,  “Of 
the  members  of  the  Society  none  equalled  Dr. 
Miller  in  intellectual  culture,  in  beauty  of  style, 
in  variety  of  illustration  and  in  richness  and 
clearness  of  expression  and  by  few  medical 
writers  of  any  age  has  he  been  excelled  in  these 
respects.”7  He  died  in  New  York  in  1812  of  pul- 
monary disease  at  52  years  of  age.  Dr.  Benjamin 
Rush  wrote  a very  touching  memorial  of  his  fife 
in  which  he  said,  “Science,  literature,  humanity 
and  the  United  States  have  all  been  deprived  of 
one  of  their  strongest  pillars  and  most  beautiful 
ornaments.  I never  saw  anything  in  him  that 
was  not  calculated  to  excite  affection,  esteem  and 
admiration.  Ah!  Doctor  Miller,  my  son,  my 
friend,  my  brother!” 


Henry  Ford  Askew,  M.D. 

From  “Forgotten  Heroes’’  by  Emerson  Wilson,  1969 


Henry  Ford  Askew  (1805-1876) 

A third  most  outstanding  physician  of  Dela- 
ware was  Dr.  Henry  F.  Askew  bom  in  Wilming- 
ton in  1805.1  In  1859  he  was  Vice  President  of 
the  American  Medical  Association  and  in  1867 
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became  its  President,  then  the  greatest  honor  a 
physician  could  receive.*  Askew  attended  the 
University  of  Pennsylvania  Medical  School  from 
which  he  was  graduated  at  the  age  of  21  in  1826. 
He  returned  to  Wilmington  following  a few  years 
of  practice  in  Ohio.  Dr.  Askew  was  an  excellent 
doctor  and  had  one  of  the  largest  practices  in 
our  State.  It  is  said  that  while  he  was  in  his 
prime  he  was  probably  out  at  least  one-half  of 
the  nights  with  his  practice.  He  was  as  ready 
to  answer  a call  from  the  poor  as  the  rioh,  and 
in  addition  to  his  truly  professional  ability,  it 
was  written,  he  had  a charm  and  oheeriness  of 
manner  and  a subtle  feeling  and  tact  which  go 
further  in  the  sickroom  than  medicine.  He  was 
a Democrat,  very  much  interested  in  politics,  and 
occupied  a leading  place  in  the  management  of 
the  party.  It  was  said  that  if  he  had  wished  an 
elective  office,  there  was  no  position  he  could 
not  have  been  elected  to  in  the  State.  He  was 
Postmaster  of  Wilmington,  Port  Physician,  and 
Physician  to  the  Almshouse.  In  1876  he  was  ap- 
pointed a Delaware  State  Centennial  Exposition 
Commissioner.  He  was  one  of  the  founders  and 
first  President  of  our  Historical  Society.  He  was 
twice  President  of  the  Medical  Society  of  Dela- 
ware. It  is  very  interesting  that  in  his  AMA 
Presidential  Address  he  expressed  himself  as  not 
being  wholeheartedly  in  favor  of  medical  special- 
ties except  those  pertaining  to  the  diseases  of 
the  eye,  the  ear,  and  the  skin.11  He  also  spoke 
of  the  drug  addiction  and  the  ease  with  which 
narcotic  drugs  could  be  obtained  at  drug  stores 
in  Wilmington.  In  1876  he  died  in  Wilmington 
after  a prolonged  illness. 


Lewis  Potter  Bush,  M.D. 

From  the  History  of  the  Medical  Society  of  Delaware 

Lewis  Potter  Bush  (1812-18921 

I consider  the  fourth  most  prominent  physician 
to  have  been  Lewis  P.  Bush,  who  was  bom  in 
Wilmington  in  1812.  He  took  his  medical  degree 
at  the  University  of  Pennsylvania  in  1835  and 
began  practice  in  Wilmington  in  1837.  He  was 
a prolific  writer,  and  some  of  his  writings  were 
on  subjects  other  than  medicine.1  He  was  very 
active  in  the  Medical  Society  of  Delaware  of 
which  he  was  President  in  1860.  Dr.  Bush  was 
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really  more  interested  in  public  health  than  in 
practice,  being  the  first  President  of  our  State 
Board  of  Health.  One  of  his  outstanding  papers 
was  “A  Scientific  Arraignment  of  the  Pollution 
of  the  Brandywine  Creek,”  the  creek  being  the 
source  of  Wilmington’s  water  supply.  He  worked 
hard  and  long  to  obtain  for  the  people  of  Dela- 
ware the  protection  of  better  sanitary  and  health 
laws.  He  wrote  a paper  on  the  vital  statistics  of 
the  City  of  Wilmington  from  1847  to  1877.  He 
had  a particularly  good  paper  on  typhoid  fever 
and  also  on  the  fife  and  character  of  Dr.  Edward 
Miller.12  Dr.  Bush  was  a strong  advocate  of 
vaccination  for  smallpox,  on  which  subject  he 
talked  and  wrote  frequently.  One  of  his  great 
contributions  was  the  medical  section  of  Scharf s 
History  of  Delaware,  in  which  he  wrote  the  bi- 
ographies of  more  than  75  Delaware  physicians 
from  the  early  Colonial  days  to  1888.1  He  was 
a very  active  member  of  the  Delaware  Historical 
Sooiety.  In  1886  he  was  President  of  the  Ameri- 
can Academy  of  Medicine,  quite  an  honor.  He 
was  one  of  the  founders  of  the  Delaware  Hos- 
pital, a very  active  and  influential  member  of  the 
Central  Presbyterian  Churoh  in  Wilmington,  and 
President  of  the  Delaware  Bible  Society.  Dr 
Bush  was  a small  man  of  five  feet  eight  and  a 
half  inches  in  height,  “very  active  in  his  move- 
ments with  cultivated  manners,  his  carriage 
and  courtesy  perpetuating  the  refined  deport- 
ment which  marked  the  gentleman  of  the  last 
generation.”  As  Dr.  Bush  had  known  Dr.  Tilton 
as  a young  boy,  in  1889  Dr.  Bush  was  referred 
to  as  the  connecting  fink  between  our  past  and 
future.  He  died  in  Wilmington  in  March,  1892. 

Pierre  Didier  (1741-1830) 

One  of  our  rather  interesting  early  doctors 
was  the  Frenchman  Pierre  Didier,11  a close 
friend  of  the  first  Eleuthere  Irenee  du  Pont  and 
the  first  doctor  of  the  Du  Pont  Company.  (Fig- 
ure 6)  Bom  in  France  in  1741,  he  served  in  the 
French  Army  as  a surgeon  and  then  in  1774 
started  practice  in  Santo  Domingo  in  the  West 
Indies.  He  left  Santo  Domingo  in  1794  because 
of  the  slave  insurrections  and  in  1795  arrived  in 
Wilmington  where  he  established  himself  in 
practice.  He  was  appointed  a French  Health 
Officer.  (There  were  three  to  four  hundred 
French  in  Wilmington  at  this  time,  largely  from 


Pierre  Didier,  M.D. 

From  the  collection  of  portraits  of  the  Eleutherian  Mills  Historical 
Library 


Santo  Domingo  with  three  French  physicians.) 
After  thirty  years  in  Wilmington  Didier  still 
wrote  in  French. 

Dr.  Didier  and  Mr.  E.  I.  du  Pont  were  both 
much  interested  in  botany.  In  1803  Didier  pur- 
chased a house  with  two  lots  for  $270  at  Sixth 
and  French  Streets  where  he  is  said  to  have 
raised  in  his  own  garden  a large  portion  of  the 
herbs  he  prescribed  for  different  illnesses.  His 
treatment  was  mainly  purgatives  and  emetics 
with  an  occasional  blood-letting.  A major  part 
of  Didier’s  practice  was  obstetrics;  he  charged 
eight  dollars  for  a delivery.  It  is  interesting  that 
E.  I.  du  Pont  and  Didier  had  a common  interest 
in  the  causes  and  cures  of  diseases.  Mr.  du  Pont 
once  read  a paper  on  the  French  methods  of 
treating  yellow  fever  before  the  American  Philo- 
sophical Society  of  Philadelphia.  On  one  oc- 
casion when  Didier  was  sick,  Mr.  du  Pont  helped 
to  nurse  him.  Samuel  F.  du  Pont  at  one  time 
boarded  with  “Papa”  and  “Mama”  Didier,  as 
they  were  affectionately  called. 
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Although  the  first  Pierre  Samuel  du  Pont  spoke 
of  American  doctors  “as  more  murderers  than  a 
battery  of  cannon,”  he  had  a great  esteem  for 
Dr.  Didier.13  His  poor  opinion  of  the  medical 
fraternity  was  because  many  of  our  doctors  were 
truly  autodidacts  or  self-taught.  Incidentally, 
Delaware  established  in  1819  one  of  the  first 
state  licensing  boards  for  physicians. 

J.  Whitfield  Bell,  Jr.,  Director  of  the  American 
Philosophical  Society  in  Philadelphia,  describes 
the  three  types  of  colonial  physicians  thusly:  1) 
the  regular  physicians  or  those  with  formal  edu- 
cation, and  those  who  had  served  a good  ap- 
prenticeship; 2)  the  practitioners  or  those  who 
had  studied  for  a winter  or  two  with  a reputable 
country  physician  or  were  autodidacts;  and  3) 
the  cleric  physioians  or  ministers  who  had  be- 
come involved  with  medicine  out  of  local  neces- 
sity.8 Didier  was  a regular  physician  and  being 
the  first  doctor  to  the  Du  Pont  Company  also  was 
the  first  industrial  physician  in  Delaware.  Didier 
died  in  Wilmington  in  1830.  E.  I.  du  Pont  was 
named  in  his  will  to  be  the  sole  executor  and 
beneficiary  of  his  estate  after  special  bequests. 
He  is  buried  in  the  du  Pont  family  cemetery,  a 
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final  testimony  of  the  unique  place  he  occupied 
in  the  du  Pont  family. 

It  has  been  written  that  the  first  well-educated 
doctor  in  Delaware  was  Henry  Fisher,  of  Lewes, 
who  came  from  Ireland  in  1725  and  died  in 
1748.7  He  had  a tremendous  practice,  being 
frequently  called  into  consultation  in  the  other 
colonies.  During  the  Revolutionary  War  he  fre- 
quently gave  warning  of  approaching  enemy 
vessels,  which  was  of  inestimable  value  to  the 
Continental  Forces. 

Matthew  Wilson  (1729-1790),  another  Lewes 
doctor,  was  reotor  of  the  Presbyterian  Church  in 
Lewes;  however,  he  was  more  widely  known  as 
a physioian.14  He  was  a surgeon  in  the  militia 
in  the  Revolution.  He  was  a prolific  writer  and 
published  many  magazine  articles.  He  wrote  the 
first  medical  textbook  in  Delaware,  an  unpub- 
lished “Therapeutic  Alphabet,”  which  his  stu- 
dents copied.  He  set  up  an  Academy  for  teach- 
ing medicine  and  had  students  from  all  parts  of 
the  East.  He  also  taught  theology  students.  He 
was  an  ardent  patriot  and  was  said  to  pray  each 
Sunday  for  the  downfall  of  King  George  III.  His 
son,  born  in  1769,  called  James  Patriot  Wilson, 
became  Chancellor  of  Delaware.  Like  James 
Tilton,  he  used  no  imported  tea,  recommending 
as  a substitute  sassafras  root,  sweet  marjorum, 
and  a little  mint.  A pregnant  lady,  he  said, 
could  drink  this  with  safety. 

Dr.  William  Thornton  (1761-1828),  a Quaker 
physician  who  came  from  the  British  Virgin 
Islands,  lived  and  practiced  in  Wilmington  in 
1787-1788.15  He  was  a superlative  architect, 
became  the  designer  of  the  Capitol  in  Washing- 
ton, and  was  the  first  director  of  the  US  Patent 
Office.  He  wanted  to  marry  one  of  the  daughters 
of  John  Dickinson,  but  John  Dickinson  thought 
that  at  the  age  of  17  she  was  too  young  for 
matrimony. 

Thomas  Gabriel  wrote  in  an  article,  Delaware 
River  Settlements  and  People,  “Of  lawyers  and 
physicians  I shall  say  nothing.  Long  may  we 
continue  without  having  occasion  for  the  tongue 
of  the  one  or  the  pill  of  the  other,  both  equally 
destructive  of  men’s  estates  and  their  lives.”2  As 
John  Munroe  wrote,  in  these  early  days  patent 
medioines  were  coming  into  popularity,  such  as 
‘McCarty’s  Indian  Tooth  Ache  Drops,’  ‘Lee’s 
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Grand  Restorative/  ‘Lee’s  Sovereign  Ointment  for 
the  Itch  (may  be  used  by  pregnant  women)/ 
There  was  much  advice  given  by  laymen  on  mat- 
ters of  health.  Thomas  Rodney  wrote  to  his 
daughter.  “Have  so  much  regard  for  your  health 
as  not  to  lace  your  stays  too  tight.  Your  lungs 
are  weak  and  may  be  injured  by  it.”5 

I should  not  end  without  mentioning  a few 
others  who  some  may  think  are  as  important  or 
more  important  than  those  I have  mentioned, 
such  as: 

Allen  McLane  (1786-1845),  the  son  of  Col. 
Allen  McLane  of  Revolutionary  War  fame  and 
brother  of  Louis  McLane,  who  was  a representa- 
tive, a senator,  and  in  the  Cabinet  of  Andrew 
Jackson.  Dr.  McLane  was  one  of  the  early 
mayors  of  Wilmington  and  had  many  medical 
apprentices  with  him  at  different  times. 

James  P.  Lofland  (1793-1852),  who  was 


speaker  of  our  State  Senate  and  one  of  the  fore- 
most practitioners  of  the  State. 

James  McCallmont  (1755-1824),  a Navy  doc- 
tor who  was  on  a ship  captured  by  a Spanish 
privateer  and  would  have  lost  his  life  but  for 
giving  the  Masonic  sign  to  the  Captain  as  he 
started  to  walk  the  plank. 

Nicholas  Way  (1750-1797),  who  was  in  the 
first  graduating  class  at  the  University  of  Penn- 
sylvania with  James  Tilton. 

Joseph  Hartshome  (1779-1850),  who  prepared 
and  published  an  excellent  book,  Boyer  on  the 
Bones. 

William  D.  Brinkle  (1798-1872),  a finished 
musician  and  first  President  of  the  American 
Pomological  Society. 

Robert  M.  Bird  (1805-1854),  an  author,  drama- 
tist, and  journalist  of  great  prominence. 

John  Vaughan  (1775-1808),  who  was  a Baptist 
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minister,  and  a newspaper  editor  and,  some  say, 
introduced  vacoination  into  Delaware,  and  his 
son  Joshua  Franklin  (1802-1834),  and  a grand- 
son J.  Franklin  (1833-1866),  both  eminent  phy- 
sicians of  their  day. 

Swithin  Chandler  (1830-1887),  who  served 
four  terms  in  our  legislature  and  nearly  became 
governor. 

Caleb  Harlan  (1814-1902),  our  most  promi- 
' nent  homeopathic  physician  of  the  early  days. 

William  Marshall  (1827-1900),  the  first  of 
three  generations  of  Drs.  Marshall  of  Milford, 
who  was  the  doctor  and  sheriff  in  Hangtown, 
California  (later  ohanged  to  Placerville)  in  the 
Gold  Rush  of  1849.7  He  performed  the  first  suc- 
cessful resection  of  a humerus  in  the  Civil  War.7 

And  many,  many  others,  including  Ezekial 
j Dawson  (1830-1909);  John  Kintzing  Kane  (1833- 
1886);  Robert  R.  Porter  (1811-1876);  Thomas 
James  Royd  (1798-1839);  Henry  Fisher  Hall 
(1789-1865);  Thomas  McDonough  (1747-1795), 
father  of  Commodore  McDonough;  William  Gib- 
bons (1781-1845);  and  George  Monro  (1760- 
1819).  These  all  practiced  in  Delaware.  There 
were  many  bom  in  Delaware  who  made  an  en- 
' viable  reputation  for  themselves  in  Philadelphia 
and  New  York,  such  as  James  F.  Garretsbn 
(1828-1895), 6 the  foremost  oral  surgeon  of  all 
J times,  and  F.  Brynberg  Porter,  editor  of  GaiU 
lards  Medical  Journal. 

In  conclusion  I should  like  to  quote  from  a 
paper,  given  in  London  in  1858,  which  I am  sure 
typifies  the  naive  faith  of  many  of  our  forebears 
“who  believe  in  the  orthodox  practitioners,  who 
have  faith  in  the  Royal  College  of  Physicians 
and  Surgeons  . . . who  call  things  by  old  names 
...  respect  fervently  leeohes,  blisters,  black 
draughts,  blue  pills  . . . send  for  their  doctors 
just  as  soon  as  they  are  ill,  do  just  exactly  as 
they  are  bid,  inquire  simply  whether  the  liver  is 
affected  or  the  head,  and  are  satisfied  with  what 
they  term  his  pronouncings  . . . They  respect 
most  highly  someone  who  knows  their  constitu- 
tion, and  who  knew  their  fathers  . . . They  be- 
lieve in  bile  and  bilious  attacks;  and,  giving 
I themselves  up  to  the  man  who  brought  them  into 
the  world,  or  sent  their  fathers  out,  they  are 


bothered  with  no  doubts,  and  are  content  to  be 
killed  or  cured  in  the  approved  and  orthodox 
old  way.”16 
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MATTHEW  WILSON,  D.D.,  M.D 
1729-1790 


James  E.  Marvil,  M.D. 


Matthew  Wilson  was  born  in  1729  of  Irish  im- 
migrant parents  in  Chester  County,  Pennsyl- 
vania, and  was  educated  as  a Presbyterian  minis- 
ter under  the  Reverend  Dr.  Francis  Allison  at 
his  New  London,  Pennsylvania,  Academy.  Since 
salaries  of  ministers  were  so  meager,  he  decided 
to  study  medicine  to  augment  his  income.  He 
studied  medicine  under  Dr.  Alexander  McDowell 
of  Philadelphia,  apparently  under  the  preceptor- 
ship  arrangement  which  was  widely  used  in 
those  days.  He  then  settled  in  Lewestown,  as 
Lewes,  Delaware,  was  called  in  those  days.  In 

Dr.  Marvil  is  an  otolaryngologist  and  ophthalmologist,  practicing 
in  Lewes,  Delaware.  He  has  served  as  president  of  the  Lewes 
Historical  Society  for  15  years. 


Lewestown,  he  immediately  became  pastor  of 
the  Lewes  Presbyterian  Chinch,  which  had  a 
fine  brick  building  with  a handsome  Waterford 
crystal  chandelier.  He  also  became  pastor  of  the 
Cool  Spring  Church  nearby,  and  the  next  year, 
1768,  he  added  the  duties  of  pastor  of  the  Indian 
River  Congregation  about  ten  miles  from  Lewes- 
town. 

In  1747  when  Matthew  Wilson  arrived,  Lewes- 
town was  a small  town  county  seat.  It  was  the 
cultural  center  of  southern  Delaware  State.  The 
Penns  and  Calverts  were  in  a dispute  over  the 
southern  boundary  of  land  south  of  present  Cape 
Henlopen.  The  land  was  claimed  by  Maryland, 


FIGURE  1 

Lewes  Presbyterian  Church 
Used  from  1728-1832.  Matthew 
Wilson  was  minister  from  1747- 
1790. 
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and  court  records  of  the  area  were  in  Snow  Hill, 
the  county  seat  of  old  Somerset.  The  Sussex 
County  Court  House  at  Lewes  was  across  the 
street  from  the  gaol,  where  the  sheriff  admin- 
istered justice,  frequently  on  the  spot  and  with- 
out the  long  delays  in  legal  processes  seen  today. 

During  Matthew  Wilson’s  time  in  Delaware 
State,  most  Presbyterians  including  their  minis- 
ters felt  no  love  for  England  or  its  Hanoverian 
monarch,  George  III.  Almost  all  were  fiery  ad- 
vocates of  independence.  Matthew  Wilson  was 
no  exception.  During  the  struggle  for  independ- 
ence, Wilson  refused  to  drink  tea  and  advocated 
a list  of  17  plants  and  herbs  that  he  advised  using 
as  tea  substitutes.1 

Matthew  Wilson’s  Presbyterian  church  was 
three  blocks  away  from  the  center  of  town. 
(Figure  1)  Several  private  schools  in  Lewes 
attracted  students  from  as  far  as  Philadelphia, 
only  one  day  away  by  a fast  sailing  ship. 

Sailing  ships  of  all  nations  of  the  time  regularly 
stopped  at  Lewes  for  pilots  and  for  fresh  food 
and  water,  providing  interchange  of  culture  and 
commodities  of  the  world;  much  of  the  fine  old 
Philadelphia  furniture  seen  in  Lewes  today  un- 
doubtedly came  there  by  sailing  ships. 

The  oitizens  of  Lewes  were  substantial  and 
educated  for  that  time.  Major  Henry  Fisher  was 
a pilot  who  became  famous  as  the  “eyes  and 
ears”  for  General  Washington  regarding  move- 
ments of  the  British  fleet  off  Cape  Henlopen. 
Ryves  Holt  was  the  first  Chief  Justice  of  Dela- 
ware. John  Rodney’s  sons,  Caleb  and  Daniel, 
later  became  Delaware  governors  and  were  fre- 
quently visited  by  Caesar  Rodney  of  Dover. 
Philips  Kollock  was  Registrar  for  the  Sussex 
County  Court.  Robert  Burton,  a native  of  near- 
by Long  Neck  and  a Tory  was  forced  to  leave 
his  home  for  the  duration.  He  served  as  Captain 
of  a Royal  Navy  privateer  during  the  Revolution; 
he  was  later  drowned  in  a storm  on  his  way  to 
Nova  Scotia,  where  the  King  had  given  him  a 
grant  of  land.2  Colonel  David  Hall  lived  near 
the  Presbyterian  Church  and  fought  during  part 
of  the  Revolution  at  the  Battles  of  Brandywine, 
Germantown,  and  Monmouth,  New  Jersey.  He 
was  at  Valley  Forge  with  Washington. 

Wilson’s  ministry  and  his  practice  of  medicine 
required  much  travel  by  horseback.  Although 
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FIGURE  2 

Title  page  of  textbook  used  and  owned  by 
Matthew  Wilson. 

he  mentions  in  his  will  that  his  son,  James  Pa- 
triot Wilson,  was  to  have  his  choice  of  one  of 
his  father’s  riding  horses,  no  mention  was  made 
of  a chaise,  oarriage,  or  other  wheeled  vehicle. 

Some  Early  Records  of  Sussex  County,  written 
in  1910  by  the  Reverend  Dr.  C.  H.  B.  Turner  of 
Lewes,  mentions  many  patients  treated  by  Dr. 
Wilson.  Patients  appeared  to  have  great  respect, 
affection,  and  appreciation  for  him. 

Wilson’s  writings  on  medical  subjects  were 
scholarly  and  prolific  for  his  time.  He  wrote  for 
the  American  Philosophical  Society  and  also  an 
article  about  “The  Severity  of  the  Cold  in  the 


392 


Del  Med  Jrl,  July  1976— Vol  48,  No  7 


Matthew  Wilson,  D.D.,  M.D. — Marvil 


Winters  of  1778-1780.”  Dr.  Wilson  helped  edu- 
cate at  least  one  new  physician,  James  McCall- 
mont,  by  the  preceptor  method. 

He  wrote  an  able  compendium  of  medicine 
which  he  called  a “Therapeutic  Alphabet.”  It 
was  used  by  himself  and  by  his  students  but  was 
never  published.  For  a number  of  years  he  en- 
gaged in  the  direction  and  care  of  a Lewes 
Academy,  educating  physicians,  thus  establish- 
ing the  first  medical  school  in  Delaware. 

Drs.  Matthew  Wilson,  Joseph  Hall,  and  John 
Marsh,  all  of  Lewes,  are  fisted  as  “corporators” 
of  the  Medical  Society  of  Delaware,  when  it  was 
incorporated  in  1789,  although  it  was  founded  in 
1776,  probably  being  antedated  only  by  the 
Massachusetts  and  New  Jersey  Medical  Societies. 
Dr.  James  Tilton  is  fisted  as  the  first  president 
of  the  Medical  Society  of  Delaware.3 

Dr.  Wilson  and  Dr.  Joseph  Hall  from  Lewes 
are  fisted  as  physicians  with  the  Delaware  Regi- 
ment in  the  Revolutionary  War.  As  one  of  the 
Lewes  area’s  best  educated  oitizens,  Matthew 


Wilson  was  frequently  asked  to  witness  legal 
documents  such  as  wills,  and  in  one  instance, 
he  acted  as  executor  of  an  estate.  He  undoubtedly 
had  a house  in  Lewes,  but  no  mention  of  a 
house  or  of  land  owned  by  him  has  been  found 
in  references  except  in  Angola  Neck  about  six 
miles  away,  adjoining  the  Glebe  of  St.  Peter’r 
Episcopal  Church. 

His  first  wife,  Hester  Gray,  died  a short  time 
after  they  were  married.  His  second  wife  was 
Elizabeth  Craghead  from  Maryland,  daughter 
of  a Presbyterian  minister.  By  this  marriage 
there  were  five  children:  James  Patriot,*  Theo- 
dore, Mary,  Nancy,  and  Margaret.  The  daugh- 
ters became  wives  of  Revolutionary  officers. 
Mary  married  Captain  Peter  Marsh  and  had  a 
large  family,  many  of  whose  descendants  five  in 
Sussex  County,  Theodore,  a practicing  physician, 
married  the  daughter  of  Colonel  Simon  Kollock. 

•Matthew  Wilson  was  one  of  the  four  most  prominent  Presby- 
terian ministers  in  Delaware  intimately  allied  to  the  Revolutionary 
cause.  He  printed  PATRIOT  in  large  letters  on  the  Crown  of 
His  hat  and  on  occasion  was  forced  to  leave  the  area  for  a a 
time  for  his  personal  safety.  He  named  his  first  son  James 
Patriot. 
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PHILADELPHIA: 


FIGURE  4 

The  author,  Mason  L.  Weems,  is  better  known  as  "Parson’’  Weems,  who  wrote  the  "fable"  of  George 
Washington  and  the  cherry  tree.  He  is  reported  to  have  been  in  Lewestown  when  Dr.  Wilson  was  mur- 
dered. 


Wilsons  first  and  apparently  favorite  son  was 
James  Patriot  Wilson,  a prolific  writer  of  con- 
siderable note,  mostly  on  matters  of  theology, 
and  a lawyer  who  was  admitted  to  the  bar  in 
1790.  He  was  also  a divinity  graduate  of  the 
University  of  Pennsylvania,  which  conferred  on 
him  the  degree  of  D.D.  in  1807. 

Matthew  Wilson’s  library  was  extensive  for  the 
time  and  place.  (Figures  2,  3)  His  will  lists: 
Paily’s  Moral  Philosophy,  Nicholson’s  Natural 
Philosophy,  and  Lawthrop’s  Abridgement  of 
Philosophical  Transactions  in  three  volumes. 
These  were  willed  to  his  son,  James  Patriot.  To 
his  son,  Dr.  Theodore  Wilson,  he  left  other  books 
on  the  subject  of  Divinity  (except  Flavid’s 
Works),  but  only  on  the  condition  that  he  study 
Divinity  and  become  a “regularly  ordained 
preacher  of  the  Gospel.”  If  he  had  not  complied 
by  the  age  of  twenty-five  years,  then  the  books 
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on  Divinity  were  to  be  kept  by  his  executors 
until  “some  one  grandson  of  mine  shall  receive 
a regular  education,  study  Divinity  and  become 
a regularly  ordained  preacher  of  the  gospel.  The 
books  to  be  delivered  to  such  grandson  and  to 
be  his  property  forever.”  Theodore  also  got  his 
father’s  copy  of  Chambers’  Medical  Dictionary 
and  all  his  books  on  the  praotioe  of  physick 
(medicine). 

Unfortunately  Theodore  did  not  receive  the 
legacy,  since  he  was  shot  and  killed  in  1799  in 
a barroom  altercation  by  the  bartender,  who  ob- 
jected to  Wilson’s  attentions  to  the  bartender’s 
wife.  His  brother,  James  Patriot  Wilson,  aimed 
a revolver  at  Mr.  Wiley,  the  bartender,  and 
pulled  the  trigger.  The  pistol  did  not  fire,  and 
James  Patriot  remarked,  “I  tried  anyway  1”  (Fig- 
ure 4) 

One  of  Wilson’s  many  medical  treatises  was 
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FIGURE  5 

Matthew  Wilson's  Last  Will  and  Testament. 


called  A New  Malignant  Fever  in  Lewes.  “Not 
one  patient  recovered  from  the  ‘New  Malady  in 
Epidemic  Form’  the  last  three  weeks  in  February 
and  the  first  two  weeks  of  March  1775,”  Matthew 
Wilson  wrote  to  the  Pennsylvania  Magazine.  A 
busy  Presbyterian  clergyman  and  physician  in  an 


epidemic  of  unknown  cause  with  inadequate 
methods  of  treatment  would  appear  to  have 
been  in  a difficult  position  in  dealing  with  “the 
new  malady,”  the  symptoms  of  which  in- 
cluded: 1.  The  victim’s  skin  was  a yellowish  hue. 
2.  The  illness  was  of  sudden  onset.  3.  The  victim 
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had  poor  appetite.  4.  His  urine  had  a whitish 
color.  5.  He  had  dyspnea  before  death.  The  dur- 
ation of  the  fatal  illness  was  from  26  hours  to 
10  days.  Causes  considered  by  Wilson  included 
infection  caused  by  pernicious  vapors  from  the 
earth  accompanying  a very  warm  winter,  exces- 
sive rain  in  the  preceding  fall,  and  excessive 
consumption  of  animal  food,  meat,  and  fish  with 
few  or  no  vegetables. 

Wilson  noted  that  there  was  direct  spread  of 
the  infection  by  contact,  although  some  patients 
had  no  history  of  being  near  the  sick.  His  specu- 
lations re  diagnosis  included:  influenza,  hepatitis, 
and  yellow  fever.  Yellow  fever  was  considered 
the  most  likely  diagnosis  since  there  were  many 
accounts  of  yellow  fever  in  Philadelphia  at  the 
same  time.  S.  Weir  Mitohell  in  The  Red  City 
describes  a severe  epidemic  during  which  Dr. 
Benjamin  Rush  treated  many  cases  of  yellow 
fever  then  called  “El  Vomito,”  as  it  had  been 
named  in  the  Caribbean.  The  same  ships  from 
Central  America  and  the  Caribbean  which 
stopped  at  Philadelphia  stopped  at  Lewes  and 
quite  possibly  left  the  Aedes  Egypti  mosquitoes 
wherever  they  stopped.  En  route  a likely  place 
for  the  mosquitoes  to  breed  would  have  been  in 
the  fresh  water  casks  carried  on  deck  for  the 
use  of  the  passengers  and  crew. 

As  late  as  1910  sailing  ships  landed  at  Cape 
Henlopen  with  all  hands  ill  with  yellow  fever. 
The  sick  were  brought  ashore  and  placed  in  a 
small  building  near  Cape  Henlopen.  They  were 
given  food,  water,  and  some  medicine,  and  the 
report  is  that  almost  all  died  and  were  buried 
in  unmarked  graves  at  the  site  of  the  present 
Lewes-Cape  May  ferry  docks.  Many  skeletons 
were  unearthed  there  in  the  early  1960’s  when 
the  ferry  slips  were  being  constructed. 

The  chief  argument  against  the  disease  of  1775 
being  yellow  fever  was  the  usual  scarcity  of 
mosquitoes  in  this  area  in  the  months  of  Feb- 
ruary and  March.  Dr  Wilson  explained  that  the 
weather  in  1775  was  unusually  warm,  quite  pos- 
sibly warm  enough  for  mosquitoes  to  breed, 
especially  since  nearby  Block  House  Pond,  be- 
cause of  its  fresh  water,  furnished  an  excellent 
breeding  place  for  all  varieties  of  mosquitoes. 

Dr.  Wilson’s  last  will  he  apparently  wrote  after 
he  became  ill  and  realized  that  his  end  was  near, 
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FIGURE  6 

Gravestone  of  Dr.  Matthew  Wilson,  l.ewes  Presby- 
terian Churchyard. 


in  1790.  (Figure  5)  He  died  shortly  after  in 
his  sixty-first  year  and  is  buried  in  the  Lewes 
Presbyterian  Churchyard  between  his  two  wives. 
(Figure  6)  His  son,  Theodore,  lies  nearby  with 
some  of  his  daughters  who  survived  him.4 

“Among  the  prominent  men  in  the  State  of 
Delaware,  during  the  formative  period  of  the 
Republic,  was  Matthew  Wilson,  D.D.  of  Lewes. 
As  a scholar,  civilian,  physician,  educator  and 
divine,  he  was  surpassed  by  few  in  Amerioa,” 
wrote  one  historian.3 
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DR.  JEAN  FRANCOIS  COSTE 
AND  THE  FRENCH  ARMY 
IN  THE  AMERICAN  REVOLUTION 


Allen  C.  Wooden,  M.D. 


From  the  time  of  the  outbreak  of  hostilities  in 
1775  there  was  a strong  feeling  of  sympathy  in 
the  Frenoh  capital  for  the  cause  of  the  Thirteen 
I United  Colonies.  It  is  well  known  that  the 
[French  court  secretly  supported  loans  and  the 
-shipment  of  arms  to  the  Continental  Army  dur- 
i ing  the  early  years  of  the  struggle,  but  it  was 
only  after  the  Battle  of  Saratoga  that  a declara- 
ftion  of  war  was  made  in  February  1778  against 
(Great  Britain  by  Marquis  de  Vergennes,  the 
| Prime  Minister  of  Louis  XVI.1 

The  First  French  Expeditionary  Force 

Admiral  Count  Charles  d’Estaing  was  ap- 
pointed the  commander  of  the  first  Frenoh  Ex- 
peditionary Force  dispatched  to  aid  General 
(Washington’s  struggling  army.*  This  Force,  slow 
in  its  formation  and  sluggish  in  its  activity,  did 
not  arrive  at  the  mouth  of  the  Delaware  Bay  until 
i||  July  of  1778.  Later  the  fleet  oruised  north  to 

I Newport,  Rhode  Island,  avoiding  the  area  of 
New  York  harbor  because  of  the  British  war- 
ships. Admiral  d’Estaing  committed  his  fleet 
to  do  battle  with  the  foe  when  Lord  Howe  with 
i the  British  fleet  appeared  below  Narragansett. 

I Because  of  a severe  storm,  the  Battle  of  Newport, 
August  12,  1778,  was  indecisive,  and  the  bat- 
I tered  French  fleet  limped  to  Boston  for  repairs. 

I Following  overhaul  of  battered  warships,  the 
I task  force  left  in  the  fall  for  the  West  Indies. 

The  seoond  major  battle  of  the  French  fleet 
took  place  at  Savannah,  Georgia,  in  October 
1779  where  they  were  defeated  by  the  British. 

' * Valery  Giscard  d’Estaing,  President  of  the  Republic  of  France, 
is  a descendant  of  Admiral  Count  Charles  d’Estaing. 


Dr.  Wooden,  who  is  an  internist  in  Wilmington,  is  a medical 
historian  and  bibliophile. 
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Count  d’Estaing,  who  was  wounded,  withdrew 
his  ships  from  further  fighting  and  sailed  home 
for  France. 

The  second  French  Expeditionary  Force,  un- 
der “the  most  important  order  of  the  crown” 
sailed  from  Brest,  on  April  12,  1780,  arriving 
at  Newport,  Rhode  Island  on  July  11,  1780.2 
The  landing  force  consisted  of  approximately 
6,700  officers  and  men;  that  is,  seven  regiments 
with  their  supporting  units,  and  the  necessary 
medical  personnel  of  a general  hospital.  These 
were  well-seasoned  troops,  some  of  the  finest 
regiments,  all  under  the  command  of  General 
Count  Rochambeau.8 

Dr.  Coste 

The  ohief  medical  officer  of  this  expedition 
was  Jean  Franoois  Coste,  who  was  a brilliant 
military  administrator.  (Figure  1)  Dr.  Coste 
was  bom  in  the  French  Jura  in  1741  in  Villes 
en  Prefailles,  where  his  father  was  the  village 
physician.  He  attended  the  local  schools  and 
later  attended  the  academy,  being  qualified  as 
a medical  doctor  at  the  age  of  22.  His  first  as- 
signment was  as  town  physician  to  the  tiny  city 
of  Gex.  In  the  county  of  Gex,  the  tenants  of 
Monsieur  de  Voltaire  on  the  estate  known  as 
Ferry  were  overwhelmed  by  an  epidemic  of 
diarrhea.  As  a part  of  his  duties  Coste  examined 
and  treated  these  desperately  ill  people.  Ap- 
parently, he  was  successful  in  halting  the  epi- 
demic, and  Monsieur  de  Voltaire  was  greatly 
pleased  with  Coste’s  intelligent  and  humane 
treatment  of  Voltaire’s  tenants.  In  grateful  ap- 
preciation of  their  treatment,  Voltaire  wrote 
Coste  a letter  of  recommendation  to  the  Due  de 

397 


Delaware  Trust  now  offers 
Medical  Professionals  a Financial 
Service  for  office  management. 


Through  our  affiliation  with  Medical  Associates 
we  can  now  offer  you  a complete  Business 
Management  Program. 

Professional  Office  Management 

A complete  office  facility  management  program 
with  all  billing  functions  done  in  a professional 
manner  by  experienced  personnel  supervised  by 
Medical  Associates,  including  third  party  billing 
and  collections. 


2 


Computerized  Doctor  Billing  System 

A computerized  billing  service  which  eliminates 
many  hours  of  manual  billing  by  your  nurse  or 
secretary.  In  addition  to  computer  printed  state- 
ments. highly  informative  financial  information  is 
detailed  in  easy-to-read  reports.  These  reports 
include: 


3 


Complete  Manual  Accounting  Systems 

Complete  all  records  in  one  writing.  'Pegboard' 
accounting  saves  posting  time  by  eliminating 
separate  posting  and  proving  of  statement  and 
ledger.  Accounts  Receivable,  Accounts  Payable, 
Payroll,  and  General  Ledger  systems  are  available. 


4 


Delaware  Trust’s  Lockbox  Service 

Payments  generated  by  our  billing  system  [com- 
puterized or  manual)  will  be  deposited  daily  to  your 
Delaware  Trust  account  by  trained  personnel. 


5 


Delinquent  Recovery  Program 

Four  computer  prepared  notices  are  sent  to 
delinquent  accounts  on  a 15  day  cycle.  The  use  of 
third  party  psychology  has  proven  successful  in 
collecting  accounts  for  countless 
hospitals  and  doctors. 


1.  Daily  Transaction  Journal 

2.  Weekly  Trial  Balance  Journal 

3.  Weekly  Recapitulation  Report 

4.  Monthly  Aged  Trial  Balance 

5.  Monthly  Recapitulation  Report 

6.  Monthly  Service  Recapitulation  Report 

7.  Monthly  Delinquency  Report 


DELAWARE 

TRUST 

COMPANY 
WILMINGTON,  DELAWARE  1 

Delaware  Trust  Company  Member  FDIC 


To  find  out  more— check  with  any  officer  of 
Delaware  Trust  or  call  658-241 1 . 


Dr.  Jean  Francois  Coste  and  the  French  Army  in  the  American  Revolution — Wooden 


Choiseul,  minister  at  the  court  of  Louis  XV  and 
Voltaire’s  friend.  Lane  quotes  the  letter  from 

H Voltaire  to  Due  de  Choiseul  which  recom- 
mended Coste  and  requested  Choiseul  to  assist 
him  financially,  at  Versoix,  in  establishing  a hos- 

Ipital.4  This  hospital  at  the  time  was  in  the  pro- 
cess of  developing  better  administration  of  a 
type  that  could  be  used  in  the  military  hospital. 

I Coste  was  quick  to  learn  and  early  showed 

I superior  medical  administrative  ability.  From 
Versoix,  he  was  transferred  to  Nancy,  another 
military  hospital  where  upon  completing  his  tour 
of  duty  he  was  promoted. 

After  a short  period  visiting  his  family,  he 
assumed  command  of  the  military  hospital  at 
Calais,  and  it  was  while  administering  this  hos- 
pital that  he  was  informed  that  he  had  been 
appointed  chief  medical  officer  for  the  expedi- 
tionary force  then  being  formed  to  be  sent  to 
help  the  American  Army. 

It  may  be  assumed  that  as  a young  military 
I physician  Coste  must  have  traveled  extensively 


and  been  influenced  by  the  scientific  and  political 
activities  surrounding  him.  His  appointment  as 
chief  medical  officer  before  his  fortieth  birth- 
day strongly  suggests  that  he  was  bright  and 
knew  the  value  of  good  public  relations  as  a tool 
to  advancement. 

During  the  long  Atlantic  crossing  Dr.  Coste 
found  time  to  compose  a short  emergency  phar- 
macopeia for  the  use  of  his  medical  officers.  Dur- 
ing this  voyage  approximately  700  soldiers  and 
about  1000  sailors  fell  ill  of  the  scurvy.  Coste 
had  foreseen  this  situation,  and  had  requested 
in  advance  from  General  Washington  that  an 
adequate  supply  of  fresh  vegetables  and  fruits 
(cherries)  be  on  hand  at  the  place  of  debarka- 
tion, for  both  the  ship’s  company  and  the  troops, 
as  well  as  adequate  areas  for  receiving  the  sick. 
(See  Packard,  page  590,  for  letter  from  General 
George  Washington  directing  Dr.  Craik  to  go 
to  Newport,  Rhode  Island,  and  supervise  the 
preparations  for  the  French  troops,  also  a letter 
dated  May  25,  1780  to  Governor  Green  of  Rhode 
Island  requesting  food  and  housing.6) 
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Immediately  after  supervising  the  landing  of 
the  sick  and  wounded,  Coste  established  general 
hospitals  at  the  State  House  of  Newport.  The 
hospital  was  on  the  first  floor;  the  remainder  of 
the  building  was  used  as  officers’  quarters.  Un- 
der his  direction  a general  hospital  was  also  es- 
tablished at  University  Hall  of  the  Rhode  Island 
College  (now  Brown  University)  in  Providence, 
and  another  at  Popnowquash  Point.  The  main 
French  Expeditionary  Force  was  commanded  by 
the  Count  de  Roohambeau,  with  a powerful 
supporting  fleet  under  Admiral  de  Temay.  Once 
the  effects  of  scurvy  subsided  among  the  soldiers 
and  sailors,  the  principal  disease  among  the 
troops  was  diarrhea.  Coste  felt  that  the  cause 
of  the  diarrhea  was  the  drinking  of  well  water 
and  recommended  the  addition  of  rum  to  the 
drinking  water,  which  seemed  to  quickly  cor- 
rect the  condition.6 

Among  seasoned  troops  smallpox  and  other 
contagious  diseases  are  usually  not  a problem, 
and  Coste’s  medical  supplies  must  have  been 
adequate  since  he  did  not  require  any  help  from 
the  medical  department  of  the  Continental 
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Army.68  As  was  stated  earlier,  Dr.  Coste  had 
oompiled  a military  pharmacopeia  written  in 
Latin  entitled  “Compendium  Pharmacenticum.” 
Attached  was  the  epigram,  “Quidquid  proeoipies 
estolrevis”  (“Whatever  you  prescribe,  let  it  be 
brief’).  Published  at  Newport,  by  Henry  Bar- 
ber in  July,  1780,  the  small  pamphlet,  consisting 
of  16  pages  of  heroic  remedies,  was  one  of  the 
very  first  American  Codeces.  It  contained  79 
official  formulas  under  14  headings:  Polus,  Ap- 
ozemata,  Aqquae,  Potiones,  Vina,  Spiritus  et  Li- 
quores,  Juleps,  Boli,  Pilulve,  Pulveres,  Collyria, 
Enemata  Fotus,  and  Caetera  Externa. 

During  the  blockade  of  the  French  at  New- 
port, Dr.  Coste  traveled  throughout  the  area.  In 
1781  he  wrote  an  essay  entitled  “Asphyxia”  for 
the  Philadelphia  Humane  Society,  which  had 
been  founded  a year  previous.  Philadelphia  at 
the  time  was  the  largest  city  in  the  Colonies  and 
the  capital  of  the  United  States.9 
Cornwallis  at  Yorictown 

With  the  news  that  Cornwallis  was  bottled 
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up  at  the  little  town  of  Yorktown  on  the  James 
River,  General  Washington  and  Count  de  Rooh- 
ambeau  held  a meeting  at  Wethersfield,  Connec- 
ticut. When  Washington  made  the  decision  to 
confront  Cornwallis  in  the  Chesapeake  area,  Dr. 
Coste  issued  orders  preparing  his  troops  for  the 
350-mile  forced  march. 

The  troops  marched  across  Connecticut,  New 
Jersey,  and  Pennsylvania  to  the  head  of  the  Elk 
River  in  Maryland,  where  they  took  passage  on 
the  transport  vessels  supplied  by  the  French 
fleet  of  Admiral  de  Grasse.  The  main  body  of 
troops  made  the  trip  without  difficulty,  arriving 
at  Williamsburg,  Virginia,  on  the  8th  of  Sep- 
tember in  good  health  and  high  spirits.  By  pre- 
arrangement  with  General  Washington,  Coste 
established  a general  hospital  in  the  main  col- 
lege building  at  William  and  Mary  College 
within  a week  of  his  arrival.10 

Admiral  de  Grasse  led  a third  Expeditionary 
Force  to  the  Chesapeake  Bay,  landing  an  addi- 
tional 3000  French  troops  at  Jamestown  on  Sep- 
tember 5,  1781.  These  soldiers  had  just  com- 
pleted garrison  duty  in  Saint  Dominique  and 
were  thus  well  seasoned  against  malaria  and 
yellow  fever.  This  contingent  of  troops,  under 
the  command  of  Count  de  St.  Simon,  joined  with 
Marquis  de  Lafayette  in  the  siege  of  General 
Cornwallis  at  Yorktown.  The  joint  operations, 
perfectly  timed  and  executed,  caught  Cornwallis 
between  land  and  sea.  After  several  shows  of 
resistance,  he  asked  for  terms  on  October  17  and 
two  days  later,  on  October  19,  1781,  surrendered 
his  entire  army  of  approximately  7500. 

The  principal  general  hospital  during  the  siege 
at  Yorktown  was  the  old  Governors  Palace  at 
Williamsburg.  This  large  building  was  converted 
into  a continental  hospital  in  July  1781.  The 
commanding  officer  was  Dr.  Thomas  T.  Tucker, 
and  it  is  probable  that  Dr.  James  Tilton  of  Dela- 
ware was  one  of  its  chief  physicians.  The 
French  and  American  medical  departments  also 
maintained  a field  hospital  in  the  vicinity  of 
Yorktown.  After  the  surrender,  Dr.  Tilton  was 
left  in  charge  of  all  American  sick  and  wounded, 
while  Washington  moved  north  with  the  army. 
About  the  last  week  of  November  the  Gover- 
nor’s Palace  burned  to  the  ground,  and  the 
American  wounded  were  safely  evacuated  to  the 


FIGURE  2 

Medical  Codex  written  in  Latin  by  Dr.  Coste  for 
American  revolutionaries. 

French  hospital.  It  seems  strange,  but  the  Presi- 
dent’s house  and  a part  of  the  pavillion  used  as 
an  officers’  hospital  by  the  French  also  burned 
to  the  ground  in  November.  All  the  patients 
were  safely  removed,  and  the  French  govern- 
ment later  made  good  the  damage.10 

The  French  Hospital 

There  continued  to  be  a need  for  hospitals  in 
Virginia  for  several  months  after  the  surrender; 
those  at  Williamsburg  were  not  disbanded  until 
March  1782.  We  are  indebted  to  Dr.  Tilton  for 
a good  description  of  the  French  hospital.  “After 
the  siege  and  capture  of  Yorktown  in  Virginia, 
General  Washington  returned  to  the  northward 
and  the  French  Troops  were  cantoned  in  Wil- 
liamsburg. I was  left  in  charge  of  the  sick  and 
wounded  Americans  who  could  not  be  moved. 
Being  thus  in  a French  garrison,  I had  the  op- 
portunity of  observing  the  French  practice  and 
management  of  their  sick.  In  passing  the  wards 
of  their  hospital,  their  patients  appear  neat  and 
clean,  above  all  the  examples  I have  ever  seen. 
Each  patient  was  accommodated  with  everything 
necessary,  even  to  a night  cap.  Nevertheless, 
they  were  not  more  successful  than  we  were. 
Their  wounded,  with  all  the  boasted  dexterity 
of  the  French  to  aid  them,  were  no  more  fortun- 
ate than  ours.  I was  led  to  attribute  their  failure 
principally  to  two  causes.  For  ease  and  con- 
venience, they  had  contrived  a common  neces- 
sary for  their  whole  hospital,  the  oollege,  a large 
building,  three  stories  high,  by  erecting  a half 
hexagon  of  common  boards,  reaching  from  the 
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FIGURE  3 

A piece  of  eight  (front  and  back ) 


roof  down  to  a pit  in  the  earth.  From  this  per- 
pendicular conduit  doors  opened  upon  eaoh  floor 
of  the  hospital;  and  all  manner  of  filth  and  ex- 
crementitious  matters  were  dropped  and  thrown 
down  this  common  sewer,  into  a pit  below.  This 
sink  of  vastness  perfumed  the  whole  house  very 
sensibly  and  without  doubt,  vitiated  all  the  air 
within  the  wards.  In  the  next  place,  their  prac- 
tice appeared  to  me  to  be  very  inert.  When  pas- 
sing their  wards,  with  the  prescribing  physicians, 
I observed  a great  number  of  their  patients  in  a 
languid  and  putrid  condition,  and  asked,  oc- 
casionally, if  the  bark  would  not  be  proper  in 
such  cases.  The  uniform  answer  was  “No,  too 
much  inflammation,”  and  when  they  attended  my 
rounds  and  saw  me  frequently  prescribe  the  bark 
in  febrile  cases,  and  even  for  the  wounded,  they 
lifted  up  their  hands  in  astonishment.  Few  or 
no  ohemical  remedies  were  employed  by  them. 
One  of  their  regimental  surgeons  declared  that 
he  never  used  opium.  Their  hospital  pharma- 
oopoeic  consisted  chiefly  of  potions,  decoctions 
and  watery  drinks,  fitted  only  for  inflammatory 
disorders,  all  these  circumstances  considered, 
satisfied  my  mind  why  their  ample  accommoda- 
tions gave  them  no  advantage  of  use,  in  the  result 
of  practice.  I was  the  more  surprised  as  Doctors 
Coste  and  Borgetti  both  appeared  to  be  men  of 
science,  well  qualified  to  make  research.”11 

Tilton’s  comparison  of  French  and  American 
methods  of  caring  for  the  ill  and  wounded,  and 
his  deductions  concerning  some  apparent  defects 
in  their  system  reveal  him  as  a man  who  thought 
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FIGURE  4 

A Revolutionary  War  Tower  flintlock  pistol 


very  well  indeed  of  the  American  therapeutic 
measures. 

Count  de  Roohambeau  remained  in  Virginia 
with  headquarters  at  Williamsburg  until  the 
summer,  holding  his  command  subject  to  orders 
for  any  required  detail.  In  June  1782,  William 
and  Mary  College  conferred  on  Dr.  Jean  Franoois 
Coste  an  honorary  doctor’s  degree,  at  which 
time  he  delivered  a long  oration  in  Latin.  The 
oration  discussed  methods  of  adapting  ancient 
medical  philosophies  to  the  New  World.  He  as- 
serted that  since  the  colonies  were  now  essen- 
tially independent,  medicine  in  the  United 
Colonies  must  be  free  from  subjection  to  au- 
thority, even  that  of  the  most  celebrated  masters. 
At  that  time  he  reminded  his  audience  that  all 
compulsory  systems — and  in  fact  every  political 
regime  — have  an  effect  on  the  health  of  the 
people,  and  it  was  well  known  that  aristocrats 
are  generally  much  healthier  than  slaves.  This 
address  was  later  published  in  the  Netherlands, 
but  was  then  known  only  by  the  few  high  rank- 
ing officers  and  William  and  Mary  professors 
who  heard  it.12 

Lane  quotes  a letter  of  General  George  Wash- 
ington dated  October  7,  1782  in  which  the  com- 
mander-in-chief expresses  his  thanks  to  Coste  for 
services  rendered  by  him  to  the  American  hos- 
pital in  Williamsburg.4  At  this  time  the  French 
army  had  moved  north  to  Philadelphia  and  later 
moved  even  farther  north  to  Boston.  The  French 
army  finally  departed  the  United  Colonies  on 
December  24,  1782  for  the  West  Indies. 
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Dr.  Coste  arrived  at  Calais  with  the  Expedi- 
tionary Force  in  the  spring  of  1783.  Except  for 
a short  period  of  private  life  when  he  visited 
England,  he  remained  on  military  duty  the  rest 
of  his  life.  He  served  as  a chief  medical  officer 
during  the  French  Revolution  and  the  Napole- 
onic Wars.  In  1796,  when  he  was  55  years  old, 
he  was  appointed  medical  director  of  the  Hotel 
des  Invalides,  a large  military  hospital  in  Paris, 
where  he  remained  until  his  death  from  pneu- 
| monia  in  1819.13 

The  French  Contribution 

The  contribution  of  the  French  nation  was 
a psychologically  of  great  benefit  in  helping  the 
(El  struggling  army  of  George  Washington  and  in 
alleviating  the  downhearted  feeling  of  many  of 
the  members  of  the  Continental  Congress.  The 

£ presence  of  the  Frenoh  Navy  in  American  waters 
necessitated  Britain’s  evacuation  of  Philadel- 
phia and  the  consolidation  of  their  troops  along 
! the  seacoast,  allowing  the  American  troops  to 
! move  freely  inland.  And  because  the  French 


FIGURE  5 

Surgical  instruments  of  the  Revolutionary  Period. 
{From  top  to  bottom:  Protractor,  Catheter,  Trocar 
and  Cover,  Mechanical  Lancet.) 

troops  were  often  well  seasoned  against  swamp 
fever  (malaria)  by  previous  garrison  duty  in  the 
West  Indies,  they  had  a much  lower  morbidity 
and  mortality  than  the  Continental  troops  in  the 
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southern  campaign.  It  is  my  opinion  that  if 
General  d'Estaing  had  waited  at  Savannah  in- 
stead of  trying  to  take  the  British  by  storm,  the 
morbidity  from  malaria  among  the  British  would 
have  made  the  battle  unnecessary,  for  a number 
of  British  medioal  officers  wrote  of  the  severity 
of  swamp  fever  in  and  around  Savannah, 
Georgia,  and  Charleston,  South  Carolina.  In 
fact  General  Cornwallis  was  so  weak  from  fever 
on  several  occasions  that  he  had  temporarily  to 
turn  over  the  command  of  his  troops  to  his  ad- 
jutant, Lord  Rawdon.  14-15 

Also,  the  French  surgeons  were  more  gentle 
in  the  handling  of  the  wounded;  their  techniques 
of  surgical  care  were  new  to  the  American  sur- 
geons, and  their  medical  hospital  administration 
was  superior  to  that  of  both  the  British  and  the 
Americans.  This  may  have  been  one  of  the  ob- 
servations used  by  Dr.  James  Tilton  to  develop 
his  own  advanced  hospital  administrative  sys- 
tem.16 However,  it  was  the  French  navy  and 
army  which  finally  made  it  possible  to  defeat 
Great  Britain  and  gain  our  independence. 
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NINETEENTH  CENTURY 
MEDICINE  IN  LEWES 


John  W.  Howard,  M.D. 


During  the  summer  of  1975,  the  Lewes  His- 
torical Society  opened  to  the  public  a restored 
nineteenth  century  physician’s  office  in  honor  of 
the  twenty  past  presidents  of  the  Medical  Society 
of  Delaware  from  Lewes  and  vicinity,  the  many 
physicians  who  had  practiced  nearby  since 
Lewes’s  founding  in  1674,  the  Medical  Society 
of  Delaware  (founded  in  1776  and  incorporated 
in  1789),  and  the  Sussex  County  Medical  Society 
(founded  in  1863). 

Early  in  the  ninteenth  century  Dr.  David  Hall 
or  his  father,  Dr.  Henry  F.  Hall,  built  this  small 
classic  Greek  Revival-style  office  building  on 
South  Street  (now  Savannah  Road)  facing 
Second  Street.  From  1862  to  1866  Dr.  David 
Hall,  the  only  practicing  physician  in  Lewes, 
used  this  office  or  one  adjoining  which  was  also 
owned  by  the  Halls.  For  some  time  after  1884 
this  building  was  used  by  Dr.  William  P.  Orr, 
Jr.  Later  die  building  was  moved  to  Second 
Street.  In  1913,  it  was  rented  to  Mr.  Joseph 
Shek  for  use  as  a tailor  shop.  Mr.  William  Clif- 
ton bought  it  in  1945,  and  it  beoame  part  of  a 
soda  bar  and  paper  store.  On  New  Year’s  Eve 
in  1970  fire  totally  destroyed  the  surrounding 
buildings  but  spared  the  old  office  building. 
Mr.  Clifton  donated  the  undamaged  portion  to 
the  Lewes  Historical  Society. 

Dr.  David  Hall,  (April  21,  1831-February  12, 
1905)  grew  up  in  Lewes,  Delaware,  to  become 
a fifth  generation  physician.  He  graduated  from 
Pennsylvania  Medical  College  in  1852  and  was 
associated  with  his  father  until  the  latter’s  death 
in  1866.  His  mother  was  the  granddaughter  of 

Dr.  Howard  is  a pathologist  at  the  Beebe  Hospital  in  Lewes. 
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Dr.  Henry  Fisher,  who  landed  in  Lewes  in  1725 
and  became  one  of  Lewes’s  and  the  Colonies’ 
prominent  physicians.  From  1881  to  1882,  Dr. 
Hall  was  President  of  the  Medical  Society  of 
Delaware.  His  son,  Dr.  William  D.  W.  Hall, 
followed  him  in  medicine. 

In  1906,  Drs.  James  and  Richard  Beebe  pur- 
chased Dr.  Hall’s  larger  office  and  had  it  moved 
to  the  present  location  of  the  Beebe  Hospital.  It 
became  the  nucleus  of  the  first  Beebe  Hospital 
in  1916  when  two  rooms  and  an  operating  room 
were  added. 

Dr.  William  Paynter  Orr,  Jr.  (born  in  Lewes 
March  14,  1857;  died  January  9,  1936)  was  the 
son  of  a prominent  merchant.  He  was  graduated 
from  the  United  States  Military  Academy  at 
West  Point  and  from  the  University  of  Pennsyl- 
vania Medical  School  in  1884.  He  practiced 
for  a short  time  in  Rehoboth,  Delaware,  before 
returning  to  Lewes.  He  became  the  first  resident 
physician  for  the  United  States  Marine  Quaran- 
tine Hospital  Service  at  the  Delaware  Break- 
water, later  known  as  the  United  States  Public 
Health  Service.  He  served  as  assistant  surgeon 
for  ten  years  and  again  served  for  a period  dur- 
ing World  War  I. 

At  the  Annual  Meeting  of  the  Medioal  Society 
of  Delaware  in  June  1875,  which  was  held  at 
the  United  States  Hotel  on  Second  Street,  Lewes, 
(later  known  as  the  Virden  House  and  presently 
the  location  of  the  Post  Office),  Dr.  J.  M.  Hous- 
ton recommended  the  necessity  of  enforcing  rigid 
quarantine  restrictions  in  Delaware  Bay  and  the 
importance  of  establishing  a Marine  Hospital  for 
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FIGURE  1 

Doctor's  Office,  Lewes 


sick  and  disabled  seamen.  In  1878,  the  National 
Quarantine  Act  was  passed  and  the  Marine  Hos- 
pital Service  created.  In  July  1884  a quarantine 
station  was  established  in  Lewes,  first  utilizing 
a steamer  “Tench  Coxe”  with  Dr.  G.  W.  Stoner 
as  the  quarantine  surgeon.  In  October  of  1884, 
the  first  Marine  Hospital  in  Lewes  was  erected 
near  the  point  of  the  Cape,  and  Dr.  Orr  was 
appointed  Chief  Assistant  Surgeon.  All  foreign 
vessels  were  boarded  before  entering  Delaware 
Bay  to  ascertain  the  presence  of  yellow  fever, 
smallpox,  cholera,  or  other  quarantinable  dis- 
eases. If  found  free  of  disease  the  ship  was 
given  pratique  ( permission  to  enter  port ) . Local 
gossip  suggests  that  the  enforced  delay  for  quar- 
antine purposes  promoted  many  dinner  parties 
at  Lil’s,  a well  known  coastal  brothel  located 
near  the  Beach. 


The  Marine  Hospital  was  located  approxi- 
mately one  half  mile  from  the  fish  oil  works 
towards  the  Cape  and  one  quarter  mile  from  the 
Iron  Pier.  It  included  surgeon’s  quarters,  boats- 
man’s  quarters,  the  hospital,  a lazareto  (pest 
house),  an  anchorage  for  transfer  barges,  a boat 
house,  and,  approximately  1,000  feet  inland,  a 
graveyard.  The  1897  report  indicated  that  eighty- 
two  seamen  were  treated  and  that  there  were 
two  deaths  with  a total  cost  for  operations  of 
$1,673.73. 

Incomplete  records  indicate  that  another 
prominent  Lewes  physician,  Hiram  R.  Burton, 
also  served  as  Assistant  Surgeon  at  the  Hospital 
from  1890-1894. 

While  major  changes  occurred  in  medicine  in 
the  nineteenth  century,  Lewes,  Delaware  would 
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also  alter  in  many  other  ways.  Early  in  the  cen- 
tury, it  was  primarily  a merchant  port  noted  for 
its  bay  and  river  anchorage.  (As  early  as  1735 
Abraham  Wiltbank  had  built  a wharf  on  the 
creek.)  By  1807  the  town  had  eighty  buildings, 
and  by  1887  there  were  about  two  thousand 
people,  five  churches,  a union  school,  a hotel, 
and  thirty  places  of  business  within  the  corpor- 
ate limits.  A telegraph  station  was  established 
! in  1852.  In  1828  the  inner  breakwater  was  be- 
\ gun  to  offer  additional  safe  anchorage;  the  first 
1 phase  was  completed  in  1834,  but  it  was  not  en- 
tirely finished  until  1869.  The  breakwater  light 
| was  added  in  1848.  At  the  end  of  the  century 
in  1897,  the  outer  breakwater  known  as  the 
i Harbor  Refuge  was  begun;  it  was  completed  by 
December  1901. 

In  the  early  period,  the  County  Court  was 
located  in  Lewes  in  a building  on  the  northeast 
comer  of  the  present  Old  Episcopal  Churchyard. 
The  Court  was  removed  in  1792  to  a more  cen- 
tral location  in  the  newly  created  town  of 


Georgetown.  Maritime  activities  prospered  in 
Lewes,  and  in  1838  the  government  built  the  first 
pier.  In  1851,  another  pier  was  built  for  the 
steamship  “St.  Nicholas”  to  acoomodate  passen- 
gers to  Philadelphia,  as  travel  by  water  was  then 
still  easier  than  by  stagecoach.  Two  hotels  of- 
fered accommodations,  the  U.S.  Hotel  (built  in 
1848  and  a favorite  meeting  place  of  Delaware 
physicians  for  their  yearly  meetings),  and  the 
Ocean  House  built  in  1850  at  the  upper  end  of 
Pilottown  for  summer  visitors. 

The  following  excerpt  from  a letter  written 
by  a Lewes  physician.  Dr.  David  Mustard,  while 
he  was  still  a student  at  Delaware  College  in 
Newark,  Delaware,  emphasizes  the  difficulties 
of  travel  in  1853.  “Left  after  noon  dinner  and 
drove  to  Milton  by  horse  and  carriage,  at  four 
o’clock  left  Milton  by  stage  for  Milford  arriving 
before  the  sun  had  set.  Had  supper  and  took  an- 
other stageooaoh  at  the  hotel  for  Dover.  We  ar- 
rived in  Dover  about  ten  o’clock  and  spent  the 
night  there.  In  the  morning  we  drove  to  the 
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“Landing”  where  we  got  a boat  for  Philadelphia. 
We  disembarked  at  Newcastle  at  twelve  noon 
and  went  from  there  to  Newark  in  a hack  ar- 
riving there  about  three  o’olock  in  the  afternoon.” 

By  1855,  the  steamer  service  had  been  dis- 
continued. Railroads  were  flourishing;  in  1869 
the  Junction  and  Breakwater  Railroad  arrived  in 
Lewes,  and  the  Queen  Anne  Railroad  Pier  was 
constructed.  In  1870  when  the  state  population 
was  125,000,  Sussex  County  had  31,000  citizens 
and  Lewes,  1,000.  Mail  which  had  previously 
been  brought  by  stage  now  came  by  train.  There 
were  thirty  pilots  living  in  Lewes,  and  the  resi- 
dents were  noting  their  great  concern  about  the 
unpaved  roads  and  the  deep,  nine  by  ten  foot 
ditches  for  sewer  water  along  the  side  of  the 
roads.  Only  old  shipmasts  that  were  used  as 
curbing  kept  the  drainage  water  from  over- 
flowing. Town  sewers  were  not  constructed  un- 
til 1901. 

Local  news  and  gossip  began  to  be  docu- 
mented in  1871  with  the  publication  of  The 
Breakwater  Light,  which  became  The  Delaware 
Pilot  in  1891. 

The  importance  of  Lewes  to  Sussex  County  is 
shown  by  the  fact  that  in  1875  8,780,000  baskets 
of  peaches  were  shipped  out,  with  a net  value 
of  over  one  million  dollars.  In  1876  a Lewes 
bond  issue  raised  six  thousand  dollars  to  build 
a seven-room  school  for  300  students  to  replace 
the  century-old  school  on  Second  and  Shipcar- 
penter  Streets,  where  four  Governors  are  said 
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to  have  received  their  preliminary  education 
(David  Hall  in  1802,  Daniel  Rodney  in  1814, 
Caleb  Rodney  in  1823,  and  Joseph  Maull  in 
1846).  Their  schoolmasters  desk  was  donated 
to  the  Lewes  Historical  Society  in  1971. 

In  1878  Dr.  Hiram  Burton  became  the  first 
physician  from  Lewes  to  become  President  of 
the  Medical  Society  of  Delaware.  The  railroad 
was  extended  from  Lewes  to  the  Rehoboth  Camp 
Meeting;  the  State  created  a State  Board  of 
Health,  and  the  US  Government  instituted  its 
first  quarantine  act. 

By  1880  Sussex  County  had  4215  farms  aver- 
aging 123  acres  eaoh.  The  Maritime  Signal  Sta- 
tion had  been  established  and  passing  vessels 
were  noted  by  submarine  telegraph  and  Phila- 
delphia brokers  alerted. 

In  1882-1883  the  first  menhaden  industry  in  ; 
Lewes  came  into  being  with  the  leasing  of  a 
parcel  of  public  land  600  feet  by  385  feet  to 
the  Luce  brothers  for  an  annual  rental  of  $200. 
Almost  simultaneously  600  feet  by  300  feet  of 
adjoining  public  land  was  leased  to  Samuel  S. 
Brown  & Co.  for  another  fish  mill. 

By  1883  the  Lewes  Creek  was  continuing  to 
fill  in,  and  it  was  already  difficult  to  imagine 
that  only  two  hundred  years  previously  it  had 
been  a wide  and  deep,  navigable  water.  The 
railroad  merged  with  the  Pennsylvania  Rail- 
road, the  shops  moved  to  Georgetown,  and  the 
last  ship  was  to  be  built  in  Lewes.  A year  later 
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the  railroad  extended  its  line  from  the  Rehoboth 
Camp  Meeting  to  the  ocean.  Railroading  was 
now  the  means  of  travel,  and  the  steamers  had 
all  been  withdrawn. 

In  March  1888  the  great  blizzard  struck  the 
entire  eastern  seaboard.  Many  ships  floundered 
at  the  Lewes  Inner  Breakwater,  and  seventy 
seamen  lost  their  lives.  Articles  in  The  Delaware 
Pilot  in  1891  noted  that  the  salary  of  assistant 
school  teaohers  had  been  increased  from  $25  to 
$30  per  month,  that  nine  vessels  were  anchored 
at  the  Breakwater,  and  that  the  visiting  lady  ex- 
cursionists’ ox-cart  ride  had  nearly  ended  dis- 
astrously when  the  beasts  became  frightened. 
There  was  a Saturday  Night  Hop  at  the  Hotel 
Henlopen  with  music  by  Professor  Ritchie’s  Wil- 
mington orchestra,  eggs  were  selling  for  18  cents 
a dozen,  and  pinewood  sold  for  $2.00  a cord. 
Transportation  was  good,  with  two  trains  run- 
ning daily  to  Wilmington. 

In  1893  the  Lewes  Commissioners  noted  that 
the  board  crossings  over  the  street  ditches  needed 
repair,  and  this  was  the  year  that  the  Lewes- 
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Rehoboth  Canal  finally  was  under  construction. 
In  1895,  a February  snowstorm  buried  the  Lewes 
roads  under  ten  to  twenty  foot  drifts. 

As  the  century  closed,  the  Independent  River 
Pilots  in  1896  merged  their  individual  interests 
and  founded  the  Delaware  Bay  and  River  Pilot 
Association,  which  today  guides  river  traffic  up 
and  down  the  Delaware. 
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Testing  in  Humans: 
Who, Where  & Wien. 


/eight  of  ethical  opinion: 

w would  disagree  that  the  effective- 
id  safety  of  any  therapeutic  agent 
ce  must  be  determined  through 
l research. 

t now  the  practice  of  clinical  re- 
is  under  appraisal  by  Congress,  the 
nd  the  general  public.  Who  shall 
ister  it?  On  whom  are  the  products 
;sted?  Under  what  circumstances? 
)w  shall  results  be  evaluated  and 
i? 

e Pharmaceutical  Manufacturers 
ation  represents  firms  that  are  sig- 
tly  engaged  in  the  discovery  and 
pment  of  new  medicines,  medical 
i and  diagnostic  products.  Clinical 
h is  essential  to  their  efforts,  Con- 
tly,  PMA  formulated  positions 
it  submitted  on  July  1 1, 1975,  to 
committee  on  Health  of  the  Sen- 
ior and  Public  Welfare  Committee, 
fficial  policy  recommendations, 
re  the  essentials  of  PMA’s  current 
lg  in  this  vital  area. 

3MA  supports  the  mandate  and 
i of  the  National  Commission  for 
itection  of  Human  Subjects  of 
dical  and  Behavioral  Research  and 

0 establish  a special  committee 
sed  of  experts  of  appropriate 
ines  familiar  with  the  industry’s 
h methodology  to  volunteer  its 
to  the  Commission. 

PMA  supports  the  formation  of  an 
ndent,  expert,  broadly  based  and 
mtative  panel  to  assess  the  current 
’ drug  innovation  and  the  impact 
: of  existing  laws,  regulations  and 
ures. 

When  FDA  proposes  regulations, 

Id  prepare  and  publish  in  the  Fed - 
•gister  a detailed  statement  assess- 

1 impact  of  those  regulations  on 
id  device  innovation. 

PMA  proposes  that  an  appropri- 
ualified  medical  organization  be 
aged  to  undertake  a comprehen- 
ldy  of  the  optimum  roles  and 
sibilities  of  the  sponsor  and  physi- 
hen  company-sponsored  clinical 
h is  performed  by  independent 
1 investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7*  PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11  • PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


HOMEOPATHIC  INFLUENCE 
IN  THE  DELAWARE  COMMUNITY: 
A RETROSPECTIVE  REASSESSMENT 


Lewis  B.  Flinn,  M.D. 


Advocates  of  homeopathy,  both  physicians  and 
lay  individuals,  constituted  a very  forceful  seg- 
ment of  the  Delaware  community  in  the  late 
nineteenth  and  early  twentieth  centuries.  Many 
of  these  individuals  were  of  considerable  stature 
— prominent  in  civic,  political,  medical,  and  edu- 
cational fields,  and  sincerely  concerned  about  im- 
provement in  health  oare.  It  seems  fitting  there- 
fore to  try  to  assess  the  effect  of  homeopathy  in 
this  area  and  to  identify  more  clearly  the  persons 
who  were  active  in  the  practice  of  this  school  of 
medicine. 

Physicians  and  board  members  of  the  old 
school  represented  mainly  at  the  Delaware  Hos- 
pital have  in  the  past  received  more  attention 
and  have,  indeed,  always  been  in  the  majority 
of  physicians.  In  1876,  there  were  20  homeo- 
pathic physicians  in  Delaware.  In  1903,  there 
were  30,  and  about  the  same  number  in  1950. 
In  contrast,  there  were  102  allopathic  members 
of  the  New  Castle  County  Medical  Society  in 
1922,  and  118  in  1929.  In  1950,  there  were  242, 
including  31  homeopaths.  At  that  same  time 
there  was  one  homeopath  in  Kent  County  out  of 
a total  of  23  physicians  and  four  in  Sussex  out 
of  42.  By  1950,  most  homeopathic  physicians 
had  become  members  of  the  Medioal  Society  of 
Delaware  and  their  respective  oounty  societies. 

Doctor  Meredith  I.  Samuel  wrote  a most  valu- 
able book  in  celebration  of  the  150th  anniversary 
of  the  Medical  Society  of  Delaware  in  1939,  in 

Dr.  Flinn  is  an  Internist  practicing  in  Wilmington. 
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which  he  listed  the  Presidents  of  that  Society 
from  1789,  including  photographs  and  a short 
biographical  sketch  of  each.  He  also  included 
a short  history  of  the  Homeopathic  Hospital 
founded  in  1888;  the  Delaware  Hospital,  which 
opened  in  1890;  Hope  Farm,  later  the  Brandy- 
wine Sanatorium,  and  now  the  Emily  P.  Bissell 
Hospital,  which  started  in  1907;  the  Wilmington 
General  Hospital,  organized  in  1910;  and  the 
St.  Francis  Hospital,  which  opened  its  doors  in 
1924. 

Charles  A.  Silliman  in  1966  published  a volume 
on  the  history  of  the  Delaware  Hospital  that  in- 
cluded mention  of  many  physicians  of  the  early 
staff  and  members  of  the  Board  of  Trustees  and 
Board  of  Lady  Managers  of  that  institution. 
There  are  several  interesting  accounts  of  the 
development  of  the  Homeopathic  Hospital  in 
addition  to  Doctor  Samuel’s  summary. 

Special  mention  can  be  made  of  an  article  by 
W.  E.  Bird,  M.D.  in  the  Delaware  State  Medical 
Journal  of  January  1950,  the  Presidential  Address 
of  A.  R.  Shands,  Jr.,  M.D.  in  the  same  journal  in 
December  1959,  and  an  article  by  Allen  C. 
Wooden,  M.D.  and  Melita  A.  Phillips  in  April 
1963.  In  these  very  interesting  accounts,  how- 
ever, the  staff  have  rarely  been  mentioned  by 
name. 

The  first  homeopathic  practitioner  in  Dela- 
ware was  Dr.  J.  C.  Gosewioh.  It  was  necessary 
to  amend  the  Medical  Practioe  Act  to  allow  him 
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to  practice  homeopathy  on  equal  footing  with 
allopaths;  this  was  done  on  January  27,  1843. 
Practitioners  who  followed  Dr.  Gosewich  were 
Drs.  Caleb  Harlan  in  1847;  Watson  Fell  and  W. 
F.  Quinby,  1852;  August  Negendank,  1854;  Wil- 
liam Way  Thomas,  1857;  and  J.  K.  Bryant,  1857. 
By  1869,  Drs.  E.  S.  Anderson,  J.  T.  Baker,  and 
J.  M.  Curtis  were  in  Dover.  Dr.  Joseph  R.  Tan- 
tum  in  1854  and  Dr.  Leonard  Kittinger  1863, 
followed  the  other  five  in  Wilmington.  In  1875, 
Dr.  Isaiah  Lukens  arrived. 

The  Delaware  State  Homeopathic  Medical 
Society  was  organized  in  Wilmington  in  Novem- 
ber 1874,  and  in  1884  the  name  was  changed 
to  the  Homeopathic  Medical  Society  of  Delaware 
State  and  the  Peninsula.  The  Wilmington  Medi- 
cal Club,  known  as  the  Hughes  Club,  was 
formed  in  1883.  The  Homeopathic  Medioal  Col- 
lege of  Pennsylvania,  founded  in  1848  in  Phila- 


FIGURE  1 

Minutes  of  meeting  of  the  Board  of  Managers  of 
Wilmington  Homeopathic  Hospital,  January  21, 
1888. 


FIGURE  2 

Attendance  at  a special  meeting  of  the  Board  of 
Lady  Managers. 


delphia,  was  amalgamated  with  Hahnemann 
Medical  College  in  1869.  The  American  Insti- 
tute of  Homeopathy  held  its  first  session  in  1844 
and  established  constitution  and  bylaws  in  1846; 
for  comparison,  the  first  meeting  of  the  American 
Medical  Association  was  in  1848.  Scharf  in  his 
History  of  Medicine  published  in  1888  sum- 
marized the  status  of  homeopathy  in  this  area, 
including  a short  biography  of  the  twenty  or  so 
practicing  physicians  at  that  time. 

Figure  1 is  a photograph  of  the  minutes  of  a 
meeting  of  the  Board  of  Managers  of  the  Homeo- 
pathic Hospital  in  Wilmington,  January  21,  1888, 
giving  a list  of  appointments  to  the  staff.  Figure 

2 is  a photograph  of  the  attendance  ait  a special 
meeting  of  the  Board  of  Lady  Managers.  Table 
1 lists  the  Hahnemann  graduates  practicing  in 
Delaware  in  order  of  their  date  of  graduation. 
Table  2 lists  the  Presidents  of  the  Homeopathic 
Medical  Society  of  Delaware  State  and  the  Penin- 
sula. 

In  reviewing  the  progress  of  medicine  in  Dela- 
ware, it  may  be  helpful  in  keeping  the  number 
of  physioians  in  better  perspective  to  consider 
the  population  statistics  during  this  period.  Table 

3 is  interesting  and  helpful  in  this  connection. 
It  also  is  a matter  of  reoord  that  in  1791  in  Wil- 
mington, there  were  1,516  white  people,  136 
manumitted  whites,  and  82  slaves.  In  1800  in 
New  Castle  County,  there  were  25,362  people, 
including  1,838  slaves.  In  1812,  the  population 
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TABLE  1 

DELAWARE  GRADUATES 

HAHNEMANN  MEDICAL  COLLEGE  OF  PENNSYLVANIA 


1851  Smith  Armor,  M.D. 

1851  Thomas  Armor,  M.D. 

1865  A.  J.  Wilson,  M.D. 

1865  C.  H.  Lawton,  M.D. 

1866  Ziba  D.  Walter,  M.D. 

1 866  Charles  S.  Wilson,  M.D. 

1 866  Jacob  Streets,  M.D. 

1869  John  M.  Curtis,  M.D. 

1870  John  C.  Slay,  M.D. 

1872  John  Harlan,  M.D. 

1873  William  F.  Kennedy,  M.D. 

1874  Thomas  C.  Hutchison,  M.D. 

1876  Jacob  F.  Frantz,  M.D. 

1877  Courtland  F.  Quinby,  M.D. 

1878  J.  Paul  Lukens,  M.D. 

1879  J.  Harmer  Rile,  M.D. 

1879  Francis  Bachman,  M.D. 
1881  Leonard  A.  Kittinger,  M.D. 
1881  Peter  Cooper,  M.D. 

1884  Thomas  S.  Davis,  M.D. 

1 885  E.  S.  Harrington,  M.D. 

1886  E.  S.  Mullin,  M.D. 

1887  I.  M.  Flinn,  M.D.* 

1887  L.W.  Flinn,  M.D.* 

1887  E.T.  Negendank,  M.D. 

1889  C.M.  Allmond,  M.D. 

1890  George  M.  Doane,  M.D. 

1 891  Frank  F.  Pierson,  M.D. 

1891  William  Sherwood,  M.D. 


1893  O.  H.  Evans,  M.D. 

1893  H.  V.  Stout,  M.D. 

1894  C.  H.  Walter,  M.D. 

1894  T.  W.  Gebhart,  M.D. 

1894  G.  R.  Carmichael,  M.D. 

1896  Thomas  C.  Cooper,  M.D. 

1 896  Harrison  W.  Howell,  M.D. 

1897  W.  H.  Steele,  M.D. 

1898  R.  L.  Truitt,  M.D. 

1898  C.  E.  Greason,  M.D. 

1899  F.  W.  Slaughter,  M.D. 
1902  George  R.  Foulk,  M.D. 
1902  Julian  Adair,  M.D. 

1902  H.  R.  Pennock,  M.D. 

1904  W.  E.  Postles,  M.D. 

1905  E.  Q.  Bullock,  M.D. 

1912  J.G.  Spackman,  M.D. 
1915  F.  E.  Spencer,  M.D. 

1917  A.  King  Lotz,  M.D. 

1921  W.  M.  Pierson,  M.D. 

1923  J.C  Pierson,  M.D. 

1925  H.  Wendell  Gray,  M.D. 
1928  Charles  E.  Maroney,  M.D. 
1928  Paul  A.  Shaw,  M.D. 

1928  George  L.  Walker,  M.D. 

1929  E.  S.  Parvis,  M.D. 

1929  Thomas  F.  Feltz,  M.D. 

1930  William  J.  Urie,  M.D. 

1930  John  E.  Robbins,  M.D. 


1931  Richard  E.  Allen,  M.D. 

1931  Gerald  O.  Poole,  M.D. 

1932  Virgil  A.  Hudson,  M.D. 
1932  A.  B.  Kurland,  M.D. 

1932  R.  Heller,  M.D. 

1933  E..  H.  Mercer,  M.D. 

1934  F.  A.  Bowdle,  M.D. 

1934  S.  H.  Stradley,  M.D. 

1934  Leslie  T.  Maske,  M.D. 

1935  E.  H.  Nutter,  M.D. 

1935  M.  B.  Pennington,  M.D. 
1935  Charles  M.  Waters,  M.D. 

1935  Fred  F.  Homan,  M.D. 

1936  A.  Henry  Clagett,  Jr.,  M.D. 
1936  W.  R.  Hazzard,  M.D. 

1936  H.  A.  Hansak,  M.D. 

1937  K.S.  Russell,  M.D. 

1937  H.  E.  Gaumer,  M.D. 

1938  Harry  Taylor,  M.D. 

1938  Harry  A.  Carl,  M.D. 

1939  D.  L.  Bice,  M.D. 

1940  J.B.  Homan,  M.D. 

1941  John  Chrzanowski,  M.D. 

1942  L.  R.  Kimble,  M.D. 

1942  K.  B.  Kullbom,  M.D. 

1943  J.  A.  Lyons,  M.D. 

1943  R.  H.  Beckert,  M.D. 

1946  Marjorie  E.  Conrad,  M.D. 
1946  John  A.  Doering,  M.D. 


*1.  M.  Flinn  was  the  author’s  father;  L.  W.  Flinn,  his  counsin. 


of  Wilmington  was  4,416  and  of  Brandywine 
Village,  300. 

Both  the  Homeopathic  and  Delaware  Hospitals 
had  some  difficulty  in  acquiring  patients  when 
they  first  opened  because  of  the  popular  view 
that  a hospital  was  some  place  to  go  to  die. 
Previously  the  only  facility  had  been  the  Alms 
House  at  Famhurst.  It  is  interesting  to  note  the 
physicians  who  made  most  use  of  the  Homeo- 
pathic Hospital  at  the  turn  of  the  century.  A 
ledger  was  kept  of  eaoh  patient,  each  diagnosis, 
each  physician,  and  the  fee,  if  any.  During  1901 
and  1902,  the  number  of  patients  cared  for  by 
each  physician  was  as  follows: 

420 


G.  R.  Carmichael 

53 

F.  F.  Pierson 

20 

J.  H.  Rile 

45 

W.  H.  Howell 

11 

J.  P.  Lukens 

45 

M.  Greenwood 

7 

I.  M.  Flinn 

35 

T.  E.  Cooper 

5 

L.  W.  Flinn 

25 

G.  R.  Foulk 

9 

E.  T.  Negendank 

32 

C.  A.  Allmond 

1 

S.  C.  Frederick 

30 

L.  A.  Kittinger 

1 

Allen  C.  Wooden,  M.D.  and  Melita  A.  Phillips 
in  their  publication  in  the  State  Medical  Jour- 
nal for  April  1963,  giving  the  history  of  the 
Homeopathic  Hospital,  then  the  Memorial  Hos- 
pital, at  the  time  of  its  75th  anniversary,  ex- 
hibited a copy  of  an  entire  page  of  the  Every 
Evening  of  April  13,  1895.  This  newspaper  ac- 
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TABLE  2 


PRESIDENTS  OF  HOMEOPATHIC  MEDICAL  SOCIETY 
OF  DELAWARE  STATE  AND  PENINSULA 


1883  L.  Kittinger,  M.D. 

1884  L.  Kittinger,  M.D. 

1885  J.  W.  Crumbaugh,  M.D. 

1886  A.  Negendank,  M.D. 

1887  J.  G.  Dawson,  M.D. 

1 888  Peter  Cooper,  M.D. 

1889  C.  H.  Lawton,  M.D. 

1890  I.M.  Flinn,  M.D. 

1891  A.  E.  Frantz,  M.D. 

1 892  L.  A.  Kittinger,  M.D. 

1893  L.W.  Flinn,  M.D. 

1894  E.T.  Negendank,  M.D. 

1895  J.  Paul  Lukens,  M.D. 

1896  J.  M.  Smith,  M.D. 

1897  J.Harmer  Rile,  M.D. 

1898  H.  W.  Howell,  M.D. 

1 899  E.  S.  Anderson,  M.D. 

1900  Charles  M.  Allmond,  M.D. 

1901  F.  F.  Pierson,  M.D. 

1902  S.  C.  Frederick,  M.D. 

1903  Lewis  W.  Flinn,  M.D. 


1904  Clara  M.  Ferguson,  M.D. 

1905  Charles  A.  Ritchie,  M.D. 

1906  Julian  Adair,  M.D. 

1907  William  E.  Sherwood,  M.D. 

1908  Thomas  O.  Cooper,  M.D. 

1909  Mitchel  Greenwood,  M.D. 

1910  W.  H.  Steele,  M.D. 

1911  H.  R.  Pennock,  M.D. 

1912  W.  F.  Hoey,  M.D. 

1913  E.  Q.  Bullock,  M.D. 

1914  J.  W.  Mullin,  M.D. 

1915  George  R.  Foulk,  M.D. 

1916  C.  W.  Hughes,  M.D. 

1917  W.  E.  Postles,  M.D. 

1918  J.  P.  Lukens,  M.D. 

1919  I.M.  Flinn,  M.D. 

1920  Julius  Dodd,  M.D. 

1921  F.  E.  Spencer,  M.D. 

1922  J.  G.  Spackman,  M.D. 

1923  V.  D.  Washburn,  M.D. 

1924  L.  B.  Yerger,  M.D. 


1925  J.  Asa  Adair,  M.D. 

1926  A.  King  Lotz,  M.D. 

1927  W.  M.  Pierson,  M.D. 

1928  Wallace  M.  Johnson,  M.D. 

1929  J.  C.  Pierson,  M.D. 

1930  C.  M.  Hanby,  M.D. 

1931  W.  I.  McCoy,  M.D. 

1932  Julian  Adair,  M.D. 

1933  E.  Q.  Bullock,  M.D. 

1934  H.  W.  Gray,  M.D. 

1935  C.  E.  Maroney,  M.D. 

1936  Paul  A.  Shaw,  M.D. 

1937  William  Urie,  M.D. 

1938  Edward  S.  Parvis,  M.D. 

1939  J.  E.  Robbins,  M.D. 

1940  M.  Greenwood,  M.D. 

1941  Thomas  Feltz,  M.D. 

1942  Leslie  T.  Maske,  M.D. 

1943  Leslie  T.  Maske,  M.D. 

1947  M.  B.  Pennington,  M.D. 
1951  H.  E.  Gaumer,  M.D. 


Brandywood  Office  Plaza 
has  Three  great  things  going... 

Location,  Location  & Location 


This  new  2 story,  35,000  square  foot  Professional  Office  Complex  is 
located  at  the  crossroads  of  Foulk  and  Grubb  Roads  in  a beautiful 
parklike  setting  in  the  heart  of  Brandywine  Hundred. 
This  beautiful  location  affords  you  the  luxury  of  suites  ranging 
in  size  from  500  to  10,000  square  feet,  personally  designed 
to  meet  your  exact  needs;  ample  parking  for  both  tenant 
and  visitor;  on-site  Medical  and  Dental  Laboratories,  and 
complete  elevator  service. 


If  ever  a growth-oriented  office  complex  was  in  the  right 
place  at  the  right  time,  it’s  Brandywood  Office  Plaza. 
.Join  us  at  the  Crossroads.  Occupancy  duly  1976. 

Leasing  & Management  handled  exclusively  through  Reno  Stella 
Phone  658-6681  1600  Penna.  Ave.,  Wilmington,  Del. 
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TABLE  3 

POPULATION  BY  COUNTIES  AND  WILMINGTON  CITY  - DELAWARE 


WILMINGTON  NEW  CASTLE 
COUNTY 


1790 

1800 

1810 

1820 

1830 

1840 

8,367 

1850 

13,979 

42,780 

1860 

21,258 

54,797 

1870 

30,841 

63,515 

1880 

42,478 

77,716 

1890 

61,431 

97,182 

1900 

76,508 

109,697 

1910 

87,411 

123,188 

1920 

110,128 

148,239 

1930 

106,597 

161,032 

1940 

112,504 

179,562 

1950 

110,356 

218,879 

1956 

114,357 

276,020 

1957 

114,857 

289,000 

1958 

97,365 

289,896 

1959 

95,612 

298,527 

1960 

93,860 

307,159 

count  detailed  information  concerning  the  vari- 
ous facilities  offered  by  the  hospital.  A full 
column  on  each  side  of  the  page  gave  a list  of 
physicians,  offices,  and  offioe  hours,  as  depicted 
in  a close-up  in  Figure  3A  and  3B.  More  recently, 
W.  Emerson  Wilson,  historian,  discussed  this 
1895  article  in  his  column  in  the  Wilmington 
News  Journal.  In  1971,  he  reviewed  the  history 
of  the  Homeopathic  Training  School  for  Nurses 
on  its  80th  anniversary.  A photograph  of  three 
prominent  homeopathic  physicians  is  seen  in 
Figure  4 — H.  R.  Pennock,  M.D.;  G.  Harlan  Wells, 
M.D.  of  Philadelphia,  a popular  medical  con- 
sultant in  Wilmington;  and  Julian  Adair,  M.D., 
taken  while  all  three  were  medical  students  at 
Hahnemann.  An  important  aspect  of  medical 
practice  was  the  gradual  development  from  1819 
to  1895  of  a sound  Medical  Practice  Act.  W. 
Edwin  Bird,  M.D.,  in  the  Delaware  State  Medi- 
cal Journal,  January  1950,  summarized  the 
method  of  licensure  of  physicians  as  follows: 
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KENT 

COUNTY 

SUSSEX 

COUNTY 

STATE 

59,096 

64,273 

72,674 

72,749 

76,748 

78,085 

22,816 

25,936 

91,532 

27,804 

29,615 

112,216 

29,804 

31,696 

125,015 

32,874 

36,018 

146,608 

32,664 

38,647 

168,493 

32,762 

42,276 

184,735 

32,721 

46,413 

202,322 

31,023 

43,741 

223,003 

31,841 

45,507 

238,380 

34,441 

52,502 

266,505 

37,870 

61,336 

318,085 

64,900 

77,080 

418,000 

68,600 

80,400 

438,000 

60,444 

70,886 

421,226 

63,225 

72,002 

433,754 

66,006 

73,120 

446,285 

“On  April  18,  1895  an  entirely  new  medi- 
cal law  was  enacted,  creating  two  Boards 
of  Medical  Examiners,  one  to  represent  the 
“President  and  Fellows  of  the  Medical  So- 
ciety of  Delaware,”  the  other  to  represent  the 
“Homeopathic  Medical  Society  of  Delaware 
and  the  Peninsula.”  Each  Board  was  com- 
posed of  five  members  appointed  by  the 
Governor,  for  two  year  terms,  from  the  lists 
of  members  submitted  to  him  by  the  respec- 
tive societies.  The  respective  Boards  con- 
duct the  examinations  and  recommend  the 
licensing  of  successful  applicants  to  the 
Medical  Council,  which  is  composed  of  the 
President  of  the  Regular  Board,  the  Presi- 
dent of  the  Homeopathic  Board,  and  the 
Chief  Justice  of  the  state.  The  actual  li- 
censing body,  then,  is  the  Medical  Council 
which  issues  to  the  applicant  a warrant  for 
a license,  which  is  then  presented  to  the 
Clerk  of  the  Peaoe  in  the  county  where  the 
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FIGURE  3A  and  3B  Wilmington  Every  Evening  April  13,  1895 


physician  proposes  to  practice,  the  Clerk 
then  issuing  the  actual  definitive  license, 
which  must  be  registered  annually.” 

Prominent  among  the  members  of  the  Homeo- 
pathic Board  of  Examiners  over  the  years  were 
C.  M.  Allmond,  E.  S.  Anderson,  A.  E.  Frantz, 
I.  M.  Flinn,  J.  P.  Lukens,  L.  A.  Kittinger,  H.  W. 
Howell,  T.  E.  Cooper,  E.  Q.  Bullock,  Julian 
Adair,  L.  B.  Yerger,  J.  G.  Spackman,  A.  King 
Lotz,  and  Wallace  M.  Johnson.  Each  of  the 
five-member  board  was  assigned  a subject  on 
which  to  examine  the  applicant.  The  examina- 
tions were  given  orally;  often  there  were  only 
two  or  three  applicants  a year.  The  number  of 
physicians  practicing  homeopathy  did  not  in- 
crease greatly.  It  was  twenty  in  1875,  thirty  in 
1903,  and  thirty-five  in  1950.  The  last  recorded 
meeting  of  the  Homeopathic  Medical  Society  of 
Delaware  State  and  the  Peninsula  was  held  No- 
vember 10,  1951.  At  the  meeting  of  the  Homeo- 
pathic Board  of  Examiners,  July  20,  1955,  it  was 
agreed  that  in  the  future  there  should  be  just 
one  Board  of  Examiners  for  the  State  of  Dela- 
ware. Doctor  Wallace  M.  Johnson  continued 
until  1974  as  a member  of  the  Medical  Council. 

The  rise  and  fall  of  homeopathy  is  of  more 
than  passing  interest.  In  the  late  eighteenth 
century  and  early  nineteenth,  the  praotioe  of 
medicine  was  very  crude  and  largely  ineffective. 
Although  great  strides  and  many  important  dis- 


coveries were  being  made,  these  advances  had 
not  yet  reached  the  sick  patient.  Hales,  the 
great  physiologist,  was  the  first  to  record  blood 
pressure  in  1710.  There  followed  such  outstand- 
ing physicians  as  Jenner,  Priestly,  Lavoisier, 
Laennec,  Graves,  Richard  Bright,  Addison, 
Hodgkin,  Sydenham,  etc.  Nevertheless,  it  was 
common  practice  in  the  treatment  of  the  sick  to 
employ  violent  emetics,  strong  purgatives,  and 
frequent  bleeding,  cupping,  and  blistering.  Ben- 
jamin Rush,  celebrated  Philadelphia  physician, 
was  certainly  the  ablest  clinician  of  the  period 
in  this  country.  Rush  Medical  College  was  named 
for  him  in  1843,  thirty  years  after  his  death. 

Rush  believed  that  there  was  only  one  kind 
of  fever  and  that  the  logioal  treatment  was  one 
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that  reduces  the  excitement  of  the  blood  vessels, 
ie,  low  diet,  heavy  purging,  emetics,  and  bleed- 
ing to  the  point  of  faintness.  These  he  prescribed 
in  the  yellow  fever  epidemic  in  Philadelphia  in 
1797.  A British  writer,  William  Cobbett,  wrote 
that  Rush’s  famous  cure  was  “one  of  those  great 
discoveries  which  have  contributed  to  the  de- 
population of  the  earth.” 

In  1809,  Rush  recommended  for  the  treatment 
of  cholera  infantum  “ipecac  to  produce  vomiting 
to  evacuate  bile,  also  calomel  or  castor  oil  and 
liquid  laudanum  if  need  be.”  Severe  cases  “re- 
quire bleeding  to  cure  it.  In  some  cases  two  and 
three  bleedings  were  necessary  for  that  purpose.” 
Such  therapy  undoubtedly  caused  greater  mor- 
tality than  nihilism  would  have  done.  Such  prac- 
tices were  widespread  and  continued  to  some 
degree  throughout  the  nineteenth  century.  In 
such  a therapeutic  quagmire,  it  is  not  surprising 
that  numerous  other  theories  and  some  fallacies 
of  medical  practice  developed. 


Oliver  Wendell  Holmes  discussed  a number 
of  these  including  homeopathy  in  a most  schol- 
arly address  in  Boston  in  1842.  This  address 
was  given  quietly  without  ranoor  and  with  me- 
ticulous evaluation  of  the  various  therapeutic 
practices  of  that  era.  Some  of  these  had  not 
much  more  foundation  than  the  Royal  Touch, 
which  started  at  the  time  of  Edward  the  Confes- 
sor; the  Royal  Touch  was  believed  to  cure  the 
King’s  evil  (scrofula).  The  tar  water  mania  of 
Bishop  Berkley  also  had  quite  a vogue.  A quart 
of  tar  was  stirred  in  a gallon  of  water  and  de- 
canted in  forty-eight  hours.  Some  of  this  de- 
cantant  was  administered  to  the  sick  and  was 
hailed  as  a great  panacea. 

The  weapon  ointment  also  created  quite  a 
stir.  This  complicatedly  compounded  ointment 
was  applied  not  to  the  wound  but  to  the  weapon 
which  inflicted  it.  Sympathetic  powder  developed 
about  the  same  time.  This  special  powder  when 
applied  to  the  bloody  and  torn  garments  of  the 


HOMEMAKERS*  is 
a national  organization 
of  home  and  health 
care  personnel. 


...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 


HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 
LICENSED  AND  PRACTICAL  NURSE,  VISITING 
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, wounded  person  assisted  in  the  healing  of  the 
wound  even  though  quite  remote  from  the  pa- 
tient ait  the  time.  The  wound,  however,  was 
also  washed  and  cleansed  and  then  left  alone, 
which  probably  contributed  greatly  to  the  heal- 
ing. 

In  the  late  eighteenth  oentury,  mesmerism 
swept  through  Europe  like  a crusade.  Mesmer 
believed  in  animal  magnetism  and  its  curing  ef- 
fect on  individuals  afflicted  with  disease.  This 
1 1 practice,  after  a short  period  of  apparent  great 
success  in  Paris,  disappeared  shortly  after  1800. 
In  1775,  John  Brown  developed  the  Brunonian 
t School,  which  stated  that  life  depends  on  stimula- 
l tion,  lack  of  which  is  death.  Favorite  remedies 
j were  laudanum  and  whiskey. 

The  application  of  metallic  traotors  or  Perkin- 
ism  developed  about  1796.  Two  pieces  of  metal, 
one  iron,  one  brass,  three  inches  long,  blunt  at 
one  end  and  pointed  at  the  other,  were  drawn 
repeatedly  over  the  affected  part  for  twenty 
minutes.  This  treatment  was  discovered  and 
recommended  by  Doctor  Perkins  of  Norwich, 
Connecticut,  and  spread  to  England  and  Den- 
mark where  it  was  embraced  by  many  persons 
of  high  intellectual  strata.  It  collapsed  about 
1835. 

William  Cullen  of  Edinburgh,  a most  respected 
and  prominent  physician  and  teacher  and  Dean 
of  Medicine,  postulated  that  the  nervous  system 
was  the  source  of  life  and  that  disturbance  of 
the  nervous  system  oaused  disease.  He  explained 
his  theory  in  a treatise  called  Nosology.  This 
belief  ceased  to  be  advocated  after  his  death  in 
1790.  As  recounted  above,  Benjamin  Rush,  who 
i;  had  studied  under  Cullen,  came  to  believe  that 
! all  diseases  including  fevers  were  due  to  debility, 
which  causes  an  increase  of  irritability  to  the 
j point  of  exoess.  Therapy  was  directed  to  control 
I the  excitement  and  irritability.  Rush  was  the 
ablest  clinician  of  his  time,  yet  his  therapeutic 
approach  left  much  to  be  desired. 

Samuel  Hahnemann  was  a well-educated  in- 
dividual. He  studied  in  Vienna,  acquired  a 
medical  degree  at  Erlangen,  and  served  for  a 
j period  as  translator  in  Ledpsig.  Cullen’s  Ma- 
teria Medica  was  the  accepted  authority  at  the 
tune.  Hahnemann  in  translating  it  into  German 
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FIGURE  4 

H.  R.  Pennock,  G.  Harlan  Wells, 
and  Julian  Adair.  Hahnemann 
Medical  College  circa  1902. 


became  disillusioned  and  dissatisfied  with  cur- 
i rent  medical  practice.  He  became  intrigued  with 
Cullen’s  description  of  Peruvian  bark  and  began 
experiments,  later  called  “provings,”  on  himself 
and  other  healthy  individuals.  The  symptoms 
which  occurred  after  taking  a drug  in  full  dosage 
(as  he  first  did  with  the  Peruvian  bark)  were 
carefully  documented.  Any  disease  which  pro- 
duced similar  symptoms  was  thought  to  be  cured 
by  the  same  medicine  taken  in  very  small  and 
frequent  doses. 

After  ten  or  twelve  years,  Hahnemann  de- 
veloped his  theory  of  homeopathy  and  listed 
the  many  “provings”  of  many  drugs  in  his  Or- 
i ganon,  published  in  1821.  In  addition  to  similia 
similibus  curantur,  he  developed  a theory  that 
the  remedy  must  be  given  in  very  small  doses  to 
be  most  effective,  and  that  the  basis  of  all  dis- 
! eases  was  “Psora,”  or,  the  itch.  This  latter  theory 
\ was  not  long  adhered  to  by  his  followers. 

The  infinitesimally  small  dosages  which  at 
times  resulted  in  a dilution  to  the  decillionth  de- 
I gree  were  continued  in  a varying  manner  as 
| homeopathy  spread  first  in  Germany,  then 
I France,  and  England.  Its  greatest  popularity, 
however,  was  in  America.  Small  doses  were  given 
frequently  and  changed  frequently  as  the  symp- 
toms ohanged.  Such  therapy,  if  carefully  fol- 
lowed, at  least  required  frequent  and  meticulous 
observation  of  the  patient.  It  is,  however,  be- 
yond the  powers  of  comprehension  how  the 
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symptoms  caused  by  so  many  drugs  could  be  ac- 
curately determined  and  even  more  difficult  to 
understand  just  how  and  when  it  was  decided 
to  use  what.  The  Organon  of  Hahnemann  must 
have  been  bewildering.  In  1883,  however,  pre- 
scribing such  remedies  apparently  did  not  seem 
difficult  to  the  homeopaths  because  in  that  year 
a book  was  published  for  the  home  use  of 
families  entitled  A Guide  to  Homeopathic  Prac- 
tice, which  described  in  484  pages  in  some  detail 
56  different  medicines  for  the  treatment  of  many 
diseases.  In  1904  Ira  Warren  of  Massachusetts 
published  a large  book  called  The  Household 
Physician,  in  which  he  outlined  therapy  in  line 
with  the  current  old  school  practice  but  men- 
tioned that  the  homeopaths  seemed  to  be  suc- 
cessful with  smaller  dosage.  He  concluded  his 
volume  with  200  pages  edited  by  A.  E.  Smith, 
M.D.,  President  of  the  Hahnemann  Medical  Col- 
lege in  Chicago,  which  outlined  homeopathic 
therapy  for  many  diseases.  (In  homeopathic 
journals  and  reports,  it  is  extremely  rare  to  find 
reports  of  anything  but  successful  cases  treated. ) 

Many  homeopathic  hospitals  and  societies  de- 
veloped throughout  the  entire  oountry,  and  there 
was  for  quite  a period  considerable  bitterness 
between  the  two  schools  of  medicine.  However, 
the  gentleness  of  the  homeopathic  treatment  was 
very  appealing.  There  was  a widespread  feeling 
as  well  as  some  evidence  that  it  was  more  ef- 
ficacious, certainly  more  comfortable  than  the 
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treatment  administered  by  the  regular  physicians 
of  the  late  1880’s  and  early  1900’s.  Gradually 
as  scientific  medicine  advanced,  less  strenuous 
and  more  specific  therapy  developed.  The  new 
discoveries  were  largely  accepted  by  and  often 
developed  by  the  homeopaths.  Certainly  the 
staff  of  the  hospital  in  Wilmington  remained  in 
the  forefront  of  progress  and  developed  many 
firsts  in  this  community,  such  as  the  first  ap- 
proved surgical  residency,  the  first  blood  bank, 
and  in  the  1930’s  the  Carpenter  Clinic,  the  first 
organized  tumor  clinic. 

Subsequently,  there  came  to  be  no  real  dif- 
ference in  the  two  schools  except  memories  of 
previous  feuds.  There  has  been  no  formal  in- 
struction in  homeopathic  therapeutics  at  Hahne- 
mann Medical  College  in  the  past  twenty-five 
or  thirty  years  although  there  was  a short  elec- 
tive course  in  1953  and  1954.  As  far  as  can  be 
ascertained  there  is  at  the  present  time  no  formal 
instruction  in  homeopathic  therapeutics  in  any 
medical  school  in  the  country. 

Oliver  Wendell  Holmes  apparently  had  had 
no  personal  experience  with  homeopathy.  He 
was  greatly  opposed,  however,  to  the  severe 
therapy  of  the  old  school.  Nevertheless,  after  his 
long  and  careful  analysis  from  available  litera- 
ture and  journals,  he  predicted  for  homeopathy 
“inevitable  doom,  utter  disgrace  and  oblivion.” 
He  was  correct.  Today,  there  is  no  homeopathic 
hospital  in  Delaware,  no  homeopathic  board  of 
medical  examiners,  and  no  homeopathic  medical 
society.  A few  former  graduates  of  Hahnemann 
continue  to  prescribe  some  homeopathic  reme- 
dies. The  former  Homeopathic  Hospital  be- 
came Memorial  Hospital  in  1940,  in  recognition 
of  the  many  gifts  and  memorial  endowments  re- 
ceived, but  also  to  remove  homeopathic  from 
the  name  of  the  institution  in  order  to  encourage 
the  admission  of  other  qualified  physicians  to  the 
staff.  Even  in  1924,  the  hospital  staff  rules  were 
changed  to  admit  certain  allopaths  in  order  to 
increase  the  daily  hospital  census  of  patients. 
Eventually  the  hospital  became  staffed  in  large 
part  by  regular  allopathic  physicians. 

This  institution  always  had  an  unusual  espirt 
de  oorps  and  personal  atmosphere,  whioh  it  still 
has  even  after  becoming  part  of  the  larger  Wil- 
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mington  Medical  Center.  The  impaot  of  the 
homeopathic  school  from  1880  to  1930  in  this 
community  was  constructive,  sincere,  and  gen- 
erally beneficial. 

One  hopes  that  the  recent  rapid  advances  in 
medical  research  will  not  outstrip  the  delivery 
of  good  medical  care  as  at  times  has  occurred 
in  the  past.  Caution  is  needed  today  to  avoid 
morbidity  and  mortality  brought  on  by  unneces- 
sary and  incompetent  surgery,  by  improper  and 
excessive  use  of  antibiotics,  radiation  therapy 
and  chemotherapy,  as  well  as  overuse  of  physical 
therapy.  Let  Holmes’  oft-quoted  remark  no 
longer  apply  to  future  medicine,  “If  all  the  drugs 
in  the  pharmacopeia  with  a few  exceptions  were 
thrown  into  the  sea,  it  would  be  all  the  better 
for  mankind  and  the  worse  for  the  fishes.” 
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MEDICINE  AND  A USABLE  PAST 

Entering  the  third  century  of  their  national 
culture,  Americans  are  grasping  the  opportunity, 
| in  many  disciplines  and  on  many  fronts,  to  look 
I back  and  take  stock.  In  medicine  as  in  many 
fields,  much  of  this  effort  is  celebratory,  and 
properly  so.  As  American  physicians  in  an  era 
of  Big  Medicine  and  High  Science,  we  may  take 
pride  in  the  indigenous  contributions  from  a 
I simpler  era  which  put  us  here,  contributions 
ranging  from  anesthesia  to  aspects  of  abdominal 
i surgery  to  a number  of  vaccines  and  pharma- 
i.  cologic  agents. 

Yet  the  times  we  are  living  in  warrant  some- 
thing beyond  celebration.  The  new  age  looks  in- 
,j  oreasingly  like  an  Era  of  Scarcity  as  well.  So  as 
, we  in  medicine  pause  to  applaud  our  past,  we 
may  do  well  to  tarry  a moment  longer  and  take  a 
more  sober  view  of  where  we  have  been.  His- 
torian these  days,  medical  or  otherwise,  no  longer 
make  claims  for  the  ultimate  instrumentality  or 
; predictiveness  of  their  discipline,  claims  of  the 
“or  else  you’re  doomed  to  repeat  it”  variety.  If 
* it  produces  no  Cassandras,  then,  what  does  medi- 
cal history  have  to  say  to  the  health  professions 
in  the  age  of  global  scarcity  and  global  interac- 
i tion  (oonflict?  cooperation?)  which  is  upon  us? 

Examples  of  the  uses  to  which  we  may  put 
out  historical  sense  may  be  multiplied,  and  I will 
essay  a few  in  general  terms.  But  first  a caveat: 

■ A sensitivity  to  the  nuanced  lessons  of  history, 
once  past  the  storybook  stage,  is  a bit  like  the 
, taste  for  truffles;  more  often  than  not,  the  taste 
must  be  acquired.  Once  acquired,  like  the  pox, 
! it’s  hard  to  shake. 

) Take,  first,  the  history  of  disease  and  disease 
concepts.  Patterns  of  morbidity  and  mortality 
have  changed  enormously  in  the  past  200  years 
as  the  nation  progressed  from  an  agrarian  to  an 
industrial  to,  some  say,  a post-industrial  state. 
Concomitant  changes  in  the  focal  problems  of 
r.  medicine  have  followed,  from  an  emphasis  on 
the  care  of  the  individual,  the  parturient  mother, 
5 and  the  newborn,  through  the  care  and  hygienic 


supervision  of  urbanizing  populations  beset  with 
acute  infectious  diseases,  to  the  present  era  of 
chronic  and  increasingly  geriatric  care. 

The  profession  itself  necessarily  changed  in 
time  as  it  responded  to  new  challenges.  That  the 
medical  profession  has  had  a central  dialectical 
role  in  these  changes,  its  every  response  to  epi- 
demiologic and  social  change  producing  a new 
constellation  of  problems,  is  almost  a truism. 
Yet  historical  study  may  also  serve  the  profession 
as  a corrective  when  its  occasional  egocentrism 
allows  it  too  glibly  to  take  the  bows  for  progress. 
The  historical  role  of  sanitarian  reformers,  allied 
health  professionals,  lay  healers,  midwives,  and 
the  like  must  be  accounted  for.  By  the  same 
token,  and  without  undue  self-flagellation,  we 
must  recognize  the  failure  or  tardiness  of  the  en- 
terprise of  scientific  medicine,  raised  in  this  cen- 
tury to  the  height  of  a oherished  ideology,  to  deal 
with  many  of  the  health  problems  which  con- 
tinue to  plague  us. 

If  we  have  been  at  times  just  plain  ornery,  or 
dragged  our  heels,  what  else  is  new?  How  can 
one  relatively  small  and  historically  elite  sub- 
population be  expected  to  have  solved  the  per- 
haps insoluble,  ingrained  habitual  problems  of 
the  masses?  It  can’t  have  been,  and  it  hasn’t. 
The  danger  for  medical  men  and  women  is 
rather  in  the  temptation  to  construct  a fallacious 
celebratory  past  in  order  that  we  might  over-bill 
ourselves  as  the  heroes  of  an  increasingly  un- 
certain future.  As  the  profession  grasps  the  op- 
portunity to  look  back  in  celebration  and  to 
look  forward  in  hopes  of  participation  in  design- 
ing the  future  health  of  the  nation,  it  must  also 
grasp  the  nettle.  The  lesson  of  history  is,  or 
should  be,  that  medicine  reflects  the  cultural, 
intellectual,  social,  and  political  map  of  the  so- 
ciety of  which  it  is  a reflection.  Only  in  concert 
with  that  society  and  its  exactions  can  the  pro- 
fession of  medicine  continue  to  enjoy  its  present, 
critical  role. 

Russell  C.  Mauijtz,  M.D.,  Ph.D. 

Dr.  Maulitz  is  an  Assistant  Professor  of  History  of  Medicine, 
Departments  of  Internal  Medicine  and  History  & Sociology  of 
Science  at  the  University  of  Pennsylvania,  Philadelphia. 
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Editorials 


THE  AUTHOR  IS  A DOCTOR 

It  is  noteworthy  and  we  are  pleased  and 
proud  that  this  bicentennial  issue  is  composed 
entirely  of  papers  by  Delaware  physicians-his- 
torians.  As  our  guest  editorialist,  a professional 
historian-physician,  points  out,  history  has  special 
lessons  for  those  who  practice  medicine.  As  our 
authors  point  out,  Delaware’s  physicians  have  al- 
ways been  closely  involved  with  its  history. 

B.Z.P. 

* MS  * 

BICENTENNIAL  MEDICINE 

When  looking  back  through  our  past,  historians 
tend  to  magnify  events  as  their  proud  eyes 
search  for  the  unusual  or  find  another  “Delaware 
First.”  The  occasion  of  the  Bicentennial  Issue 
is  an  opportunity  to  look  back  through  Dela- 
ware’s history  and  proudly  remember  and  re-live 
some  of  the  contributions  of  former  Delaware 
physicians.  The  Purists  would  restrict  this  issue 
to  Revolutionary  or  Pre-Revolutionary  times. 
After  due  deliberation  we  have  decided  to  widen 
our  horizons  and  run  the  risk  of  being  a little  less 
pure  by  including  a few  articles  of  historical 
value  that  cover  periods  of  history  beyond  the 
Revolution. 

In  a brief  review  of  old  manuscripts,  I came 
across  the  following  accounts  that  interested  me. 
I hope  that  you  will  excuse  the  faint  hyperbole 
as  I recount  them. 

The  first  physician  to  arrive  in  Delaware  was 
Dr.  Tyman  Stidham  in  1654.  He  was  a Swede 
and  settled  at  Fort  Christiana,  whioh  is  now  part 
of  Wilmington.  In  Kent  County,  Dr.  John  Des 
Jardins  is  reported  to  be  the  first  physician 
starting  practice  in  May  of  1675,  and  in  Sussex 
County,  Dr.  John  Rhoads  first  settled  at  Horekill 
in  1673.  However,  Sussex  was  thinly  populated, 
and  Dr.  Rhoads  soon  had  to  accept  the  office  of 
Magistrate,  which  was  evidently  a more  lucra- 
tive position. 

Medicine  and  Law  first  collided  in  1676  when 
Dr.  Hans  Peterson,  after  his  own  confession  of 
error,  was  fined  150  gilders  to  be  paid  to  a Mr. 


Powell  of  New  Castle  County  in  the  First  State’s 
first  malpractice  suit.  The  historian,  Henry  C. 
Conrad,  who  wrote  a History  of  the  State  of  Del- 
aware in  1908,  stated  that  “Eleven  members  of 
the  Delaware  Regiment  in  the  Revolutionary 
War  were  then,  or  afterwards  became,  physi- 
cians.” 

W.  E.  Bird,  Editor  of  the  Delaware  State  Medi- 
cal Journal  in  1943,  discovered  that  although  the 
Medical  Society  of  Delaware  was  incorporated  in 
1789  there  is  reason  to  believe  that  the  Society 
was  actually  founded  in  no  other  year  but  1776. 
If  this  is  true,  and  I believe  it  is,  Delaware  is  the 
second  oldest  medical  society.  The  New  Jersey 
Medical  Society  was  founded  in  1766,  and  the 
Massachusetts  Medical  Society  was  founded  in 
1781. 

The  first  meeting  of  the  incorporated  State 
Medical  Society  occurred  at  Dover  on  May  12, 
1789  and  was  chaired  by  the  well  known  James 
Tilton,  who  became  its  first  President.  It  is  less 
well  known  that  a Dr.  Edward  Miller  was  the 
first  Vice-President.  Dr.  Tilton  made  numerous 
well  known  contributions,  probably  the  most 
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famous  of  which  was  the  design  and  construction 
of  small  log  huts  which  would  accommodate 
only  six  patients  at  the  Military  Hospital  in  Tren- 
ton. These  huts  had  a unique  ventilation  system 
created  by  ventilating  the  side  walls  and  building 
a fireplace  in  the  center  of  the  hut  with  a smoke 
hole  at  the  top,  thereby  creating  a draft  for  the 
first  modern  day  laminar  flow  hospital  room.  This 
contributed  greatly  to  the  lessening  of  typhus 
fever  and  other  diseases  that  ravaged  Washing- 
ton’s army  and  filled  the  military  hospitals.  Del- 
aware historians  point  out  with  pride  that  had 
Dr.  Tilton  not  been  successful  in  cleaning  up  the 
disease-ridden  hospitals,  General  Washington 
would  not  have  had  an  army  to  fight  and  win 
the  Revolution. 

Those  of  us  who  tell  our  patients  with  flu  to 
drink  plenty  of  fluids  might  be  surprised  to  learn 
that  at  the  time  of  the  Revolution  it  was  common 
practice  to  treat  fever  with  fluid  restriction.  Dr. 
Miller  is  reported  to  be  the  “first”  to  recommend 
a high  fluid  intake  in  the  treatment  of  fever. 
Evidently,  Dr.  Miller  moved  to  New  York  in 


1796  and  there  he  founded  and  published  the 
“Medical  Repository.”  This  was  the  first  medical 
journal  in  the  United  States. 

Finally,  I find  that  Dr.  Joseph  Philippe  Eugene 
Capelle,  who  was  one  of  the  original  incorpora- 
tors of  the  State  Medical  Sooiety,  was  the  phy- 
sician who  was  on  the  scene  when  General  La- 
fayette was  shot  in  the  leg  in  the  Battle  of  the 
Brandywine.  Dr.  Capelle  had  a close  brush  with 
history  as  he  rode  to  Lafayette’s  side  and  offered 
to  dress  the  wound,  but  Lafayette  declined,  stat- 
ing that  his  wounded  soldiers  were  of  more 
urgent  need.  Mr.  Henry  C.  Conrad  states  that, 
“The  General’s  wound  was  bound  by  a camp 
follower  named  Belle  McCluskey  (from  Wil- 
mington), who  wore  until  her  death  a bullet  sus- 
pended from  her  neck  which  she  declared  was 
taken  from  General  Lafayette’s  leg.” 

Medicine  in  Delaware  has  changed  greatly 
since  those  Revolutionary  Days.  The  articles  in 
this  our  Bicentennial  Issue  attempt  to  bring  to- 
gether some  of  that  history. 
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MEDICAL  MEN  AT  THE  SIEGE  OF  BOSTON,  APRIL 
1775-APRIL  1776,  by  Philip  Cash,  American  Philo- 
sophical Society,  Philadelphia,  1973.  185  pp. 
Illus.  Price  $3.00. 

This  monograph  is  distinguished  by  an  out- 
standing study  of  the  available  historical  source 
material  and  its  critical  evaluation.  Dr.  Philip 
Cash,  Professor  of  History  of  Emmanuel  College, 
Boston,  has  accomplished  an  outstanding  job  in 
presenting  the  Siege  of  Boston  in  its  true  per- 
spective. 

As  an  introduction  to  the  main  body  of  the 
material  he  gives  an  excellent  description  of  the 
medical  education  of  the  colonial  physicians  and 
the  types  of  medication  that  were  used  by  them 
prior  to  the  outbreak  of  hostilities.  The  remain- 
der of  the  monograph  is  divided  into  two  parts 
with  an  appendix. 

The  first  part  deals  with  the  organization  and 
medical  personnel  of  the  Massachusetts  Army, 
also  a detailed  account  of  the  Battles  of  Lexing- 
ton and  Concord.  This  section  is  completed  by 
an  exhaustive  description  of  the  Battle  of  Bunker 
Hill  with  its  attending  medical  problems. 

The  second  part  concerns  itself  primarily  with 
the  Siege  of  Boston  with  its  numerous  medical 
problems  of  both  the  Continental  and  the  British 
armies.  Dr.  Cash  covers  not  only  tire  organiza- 
tion and  personnel  of  these  two  contesting  armies 
but  also  the  care  of  the  sick  and  wounded.  As 
an  added  bonus  he  also  covers  the  influence  of 
the  presence  or  absence  of  food,  drink,  clothing, 
fuel,  shelter,  and  the  diseases  prevalent  in  the 
New  England  area,  on  the  conduct  of  the  British 
and  Continental  troops. 

In  an  appendix  Dr.  Cash,  in  a series  of  short 
biographies  reveals  that  of  43  doctors  with  the 
besieging  troops  almost  all  were  trained  by  the 
apprenticeship  system,  and  under  the  pressure 
of  war  each  in  turn  contributed  to  the  suocess 
of  the  Continental  armies. 

In  my  opinion  we  owe  Dr.  Cash  a debt  of 
gratitude  for  his  excellent  presentation  of  the 
treason  of  Dr.  Benjamin  Church,  the  first  Surgeon 


General  of  the  Continental  armies,  because  it 
clears  up  a number  of  unanswered  questions  of 
earlier  medical  historians. 

It  was  indeed  a pleasure  to  read  this  outstand- 
ing monograph.  The  bibliography  is  invaluable 
for  further  study. 

Allen  C.  Wooden,  M.D. 

Mf  Mf  Mf 


BURKE  AND  HARE:  THE  RESURRECTION  MEN  edited 
by  Jacques  Barzun,  Scarecrow  Press,  Metuchen, 
N.J.,  1974.  368  pp.  Illus.  Price  $15.00. 

The  above  two  ruffians  and  their  wives  killed 
in  order  to  sell  their  victims’  bodies  to  the  medi- 
cal school  in  Edinburgh.  Hare  turned  tattle- 
tale and  got  off  free;  Burke  confessed  and  was 
executed.  Their  story  is  “one  of  the  curiosities 
of  capitalist  enterprise.”  It  affects  “law,  medi- 
oine,  and  literature,”  says  Professor  Jacques  Bar- 
zun, who  wrote  only  the  introduction;  all  the 
rest  of  the  book  is  original  documents  such  as 
the  transcripts  of  the  trial  and  essays  engendered 
therefrom. 

Dr.  Knox,  the  young  anatomist  who  bought  all 
the  bodies  that  Burke  and  Hare  could  procure, 
seemed  singularly  unconcerned  at  their  source. 
A medical  officer  in  the  Royal  Navy  suggested 
that  the  gruesome  enterprise  was  all  very  under- 
standable, and  even  inevitable,  in  view  of  the 
desperate  need  for  bodies  to  dissect,  the  paucity 
of  which  was  driving  would-be-good  physicians 
out  of  England  and  allowing  others  to  become 
incompetent  practitioners  because  they  knew 
only  book  anatomy. 

After  being  hanged,  Burke’s  body  was  dis- 
sected in  the  same  laboratory  to  which  he  had 
supplied  cadavers.  His  dissected  body  was  put 
on  display  to  30,000  curious  oitizens  and  strips 
of  his  tanned  skin  were  sold  for  souvenirs. 

A fascinating  social  treatise  with  many  vivid 
images  of  Merrie  Olde  England. 
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BIOCHEMISTRY  OF  WOMEN:  CLINICAL  CONCEPTS 
by  A.  S.  Curry,  M.D.  and  J.  V.  Hewitt,  M.S.,  CRC 
Press,  Cleveland,  1974.  180  pp.  Price  $30.00. 

This  relatively  expensive  book  is  only  179 
pages  long  (including  the  index)  and  five  were 
blank,  a new  experience  to  me  in  any  but  the 
cheapest  of  paperbacks.  Although  the  text  is 
cogent  and  clear  and  the  references  compre- 
hensive, the  introduction  has  the  kind  of  gratui- 
tous sexist  whimsy  that  all  women  dislike  and 
that  enrages  the  new  feminists. 

“There  have  been  many  textbooks  dealing 
with  human  biochemistry  but  few  concentrate 
on  the  differences  between  male  and  female; 
fewer  still  deal  from  the  laboratories’  point  of 
view  with  those  diseases  and  conditions  that 
affect  only  women.  It  is  a most  important 
area,  for  the  continuance  of  the  human  species 
depends  on  the  health  of  the  female,  (Not  the 
male  too?)  and  the  problems  of  infertility, 
teratology,  breast  oancer,  and  the  effects  of  the 
pill  are  vital.  It  is  also  important  to  keep 
mother-in-law  fit  to  look  after  the  children,  so 
many  will  think  the  section  on  the  menopause 
equally  interesting!”  (What  about  the  father- 
in-law?  Isn’t  his  fitness  also  important?) 

“The  book  represents  the  current  ‘state  of  the 
art’  and  although  in  many  areas  there  are  some- 
times widely  divergent  opinions,  it  is  good  that 
these  should  be  aired  so  that  problem  areas 
can  be  revealed  and  opinions  revised  when 
further  experimental  work  is  done  as  a conse- 
quence. 

“We  hope  those  readers  who  find  it  good 
bedside  reading  will,  when  the  light  goes  out, 
find  it  has  enhanced  their  appreciation  of  the 
opposite  sex.” 

The  italics  and  the  parenthetical  phrases  above 
are,  of  course,  mine.  With  drivel  like  that,  it 
was  surprising  to  me  to  find  that  Hewitt  is 
Miss  J.  V. 

The  following  footnote  of  disclaimer  by  Dr. 
Curry  is  some  indication  of  how  things  are  in 
merry  National  Health  Service  olde  England: 
“Dr.  Curry  wishes  to  make  it  clear  that  this 
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work  was  not  done  under  the  aegis  of  the  Home 
Office  nor  as  any  part  of  his  official  duties.  It 
has  been  entirely  a private  venture.” 

Bernadine  Z.  Paulshock,  M.D. 


* * m 


COMMON  DISEASES  . . . THEIR  NATURE,  INCI- 
DENCE AND  CARE  by  John  Fry,  M.D.,  J.  B.  Lippin- 
cott,  Philadelphia,  1974.  232  pp.  72  lllus.  Price 
$14.00. 

A compilation  of  common  diseases  of  office 
practice  entails  a different  emphasis  from  that 
of  the  internal  medicine  text.  The  differences 
in  emphasis  focus  upon  what  is  common  disease, 
what  management  avoids  both  inadequacy  and 
over-utilization,  and  what  treatment  provides  al- 
leviation of  symptoms  beyond  the  omnipresent 
placebo  effect.  Such  alterations  of  emphasis 
have  not  yet  been  accomplished  either  by  the 
over-simplified  synopsis  or  the  voluminous  ver- 
biage of  our  classical  medical  texts.  Nevertheless, 
such  a monograph  on  common  disease  is  direly 
needed  by  the  foundling  Family  Practice  spe- 
cialty, emerging,  at  long  last,  from  the  subjuga- 
tion of  the  superspecialist. 

Dr.  Fry’s  Common  Diseases  . . . Their  Nature, 
Incidence  and  Care  provides  a fine  example  of 
the  type  of  text  needed  in  Family  Practice.  He 
relates  the  experiences  and  statistics  of  over  25 
years  of  office  practice  within  the  British  Health 
System.  His  emphasis  on  common  diseases  is 
determined  by  the  incidence  of  common  disease 
seen  by  the  British  general  practitioner.  For 
example,  over  30%  of  the  patients  seen  had 
acute  respiratory  problems.  Beoause  of  this  in- 
cidence, the  author  devotes  over  one-third  of  his 
book  to  respiratory  diseases.  Furthermore,  Dr. 
Fry  emphasizes  economic  medicine  with  mini- 
mal hospitalization  and  lab  tests,  and  with 
maximal  outpatient  follow-up.  In  some  cases 
of  “mild”  to  “moderate”  myocardial  infarction, 
the  author  asserts  that  home  care  is  preferable 
to  hospital  care,  if  auxiliary  nursing  services  are 
available.  The  percentage  of  mortality  is  actu- 
ally less  in  mild  and  moderate  infarction  if  the 
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patient  is  cared  for  at  home.  This,  undoubtedly, 
would  evoke  a charge  of  inadequate  medioal 
care  by  many  if  not  all  American  “internists.” 
The  author  additionally  tends  to  emphasize 
therapeutic  nihilism.  For  example,  the  principle, 
“Take  two  aspirin  and  see  if  you  feel  better,” 
pervades  his  treatment  for  sore  throats,  acute 
backs,  and  mild  migraine  headaches.  This  idea 
is  supported  in  one  of  his  previous  writings, 
which  noted  that  two-thirds  of  the  ailments  that 
a physician  sees  are  self-limited,  of  short  dura- 
tion, and  with  few  if  any  sequelae.  Five  percent 
of  all  ailments  are  major  diseases,  the  possible 
killer  diseases.  A large  portion  of  these  major 
diseases  consists  of  essential  hypertension,  easily 
diagnosed  and  treated;  both  the  expensive  drug 
and  the  esoteric  lab  test  for  hypertension  are  seen 
in  different  perspective  by  Dr.  Fry  from  other 
recommendations  for  hypertension  work-ups. 

I think  that  one  area  of  general  practice,  how- 
ever, should  have  had  greater  emphasis  by  Dr. 
Fry,  and  that  is  preventive  medicine.  Obesity, 
although  not  remarked  upon  as  a common  disease 
by  the  author,  is  noted  as  a problem  associated 
with  the  common  diseases  of  diabetes  mellitus 
and  coronary  artery  disease.  The  ability  to 
presage  and  interrupt  the  problem  of  obesity  is 
important  and  deserves  greater  emphasis. 

Dr.  Fry’s  overall  purpose  is  put  in  poetic 
terms  on  the  book’s  first  page:  “To  cure  some- 
times, to  relieve  often,  to  comfort  always,  to 
prevent  hopefully.”  ( From  a poem  by  Sir  Robert 
Hutchinson) 

David  C.  Foster,  B.A, 
Fourth  year  student 
Jefferson  Medical  College 

IS  MY  BABY  ALL  RIGHT?  by  Virginia  Apgar,  M.D., 
and  Joan  Beck,  Trident  Press,  New  York,  1972.  492 
pp.  Price  $9.95. 

The  late  Virginia  Apgar  and  journalist  Joan 
Beck  combined  their  talents  to  write  this  excel- 
lent book  on  birth  defects.  It  is  intended  to 
reach  parents,  families,  friends,  students,  volun- 
teers who  work  with  children,  everyone  who 
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cares  intelligently  about  the  quality  of  family  life. 

The  authors  define  a birth  defeot  as  any  ab- 
normality present  at  birth  or  immediately  after- 
ward which  will  make  a difference  in  a child’s 
life  by  affecting  his  survival  or  by  requiring 
special  attention  from  parents,  physicians, 
teachers,  specialists  of  any  kind,  or  other  mem- 
bers of  the  community.  Included  are  birth  in- 
juries leading  to  cerebral  palsy  or  mental  re- 
tardation, and  birth  defects  whioh  are  not  ob- 
vious at  birth. 

The  first  chapters  discuss  conception,  genes 
and  chromosomes,  fetal  development,  hazards 
of  pregnancy  and  birth.  Later  chapters  describe 
specific  types  of  birth  defects  and  report  on 
methods  of  treatment  and  prevention.  A chapter 
on  genetic  counseling  and  an  appendix  on  na- 
tional organizations  and  other  sources  of  help 
conclude  the  book. 

The  authors  state  that  up  to  one-half  of  the 
250,000  birth  defects  found  in  US  children  each 
year  could  be  prevented  if  all  of  the  knowledge 
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now  available  could  be  put  in  use  by  physicians, 
by  public  health  officials,  and  especially  by  in- 
dividuals who  are  still  to  become  parents.  To 
these  prospective  parents  the  wealth  of  informa- 
tion in  this  book  should  be  made  available  by 
every  obstetrician  and  family  practitioner. 

Eleonora  F.  Schneider,  M.D. 


% % % 


MEDICAL  AND  SURGICAL  EMERGENCIES  edited  by 
John  H.  Schneewind,  Year  Book  Medical  Publishers, 
Chicago,  1974.  424  pp.  50  lllus.  Price  $8.50 
paperback. 

This  compendium  is  characterized  best  by 
two  words:  fundamental  and  apodictic.  Multi- 
ple authors  cover  the  essential  diagnostic  ap- 


proaches to  most  common  medical  and  surgical 
emergencies  in  26  chapters  and  recommend  their 
best  choice  of  treatment.  The  systematic  out- 
lines, aided  by  a subject  index,  allow  rapid  ref- 
erence to  specific  emergency  situations,  a dis- 
tinct advantage  for  those  unfamiliar  with  com- 
mon emergency  practices. 

Systematization  always  oarries  the  danger  of 
over-simplification,  and  this  book  is  no  exception. 
The  hundreds  of  widely  differing  clinical  prob- 
lems are  dealt  with  categorically;  however,  it 
is  refreshing  to  note  that,  because  of  multiple 
authorship,  recommendations  for  analogous  diag- 
nostic and  therapeutic  procedures  vary  enough 
to  allow  the  reader  to  use  his  medical  judgement. 

In  short,  for  the  physician  in  need  of  an  emer- 
gency approach  to  emergency  medicine  this 
handy  volume  will  prove  of  definite  value. 

Jurg  A.  Schneider,  M.D. 
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Speakers  on  Speakers  for  August,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  August  3,  Leslie  W.  Whitney, 


M.D.,  New  Advances  in  Breast  Surgery;  August  10,  lsadore  Slovin,  M.D.,  New 
Instruments  of  Aid  to  the  Modern  Gynecologist;  August  17,  Jerome  Kay,  M.D., 
Anxiety;  August  24,  Vincent  DelDuca,  Jr.,  M.D.,  Anemia;  August  31,  J.  Jordan 
Storlazzi,  M.D.  The  Feingold  Concept. 


Physicians.  For  information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200 
Pine  Street,  Philadelphia,  Pennsylvania  19104. 

SELECTED  TOPICS  IN  RHEUMATOLOGY,  co-sponsored  by  the  University  of 
Toronto  Rheumatic  Disease  Unit,  Harbor  Castle  Hotel,  Toronto,  Canada,  September 
8-10. 

CLINICAL  STRATEGIES  IN  NEPHROLOGY,  co-sponsored  by  the  Mayo  Clinic, 
Rochester,  Minnesota,  September  15-17. 

INFECTIOUS  DISEASE,  co-sponsored  by  the  University  of  Maryland  School  of  Medi- 
cine, Baltimore,  Maryland,  September  15-17. 

RECENT  ADVANCES  IN  DIAGNOSTIC  AND  THERAPEUTIC  INTERNAL  MEDI- 
CINE, co-sponsored  by  the  University  of  Vermont,  Burlington,  Vermont,  September 
20-24. 


on  PATHOLOGY,  SURGERY,  AND  PROBLEMS  OF  HEAD  AND  NECK  TUMORS 
in  Newark,  New  Jersey,  September  16-18.  For  information  contact:  K.  H.  Han,  M.D., 
United  Hospitals  Medical  Center,  15  S.  9th  Street,  Newark,  New  Jersey  07107.  Tele- 
phone (201)  484-8600,  Ext.  273  or  468. 


gastroenterologists,  and  surgeons  will  be  presented.  The  course  has  been  approved 
for  18  hours  Category  I accreditation.  For  information  contact:  Willis  C.  Maddrey, 
M.D.,  Blalock  932,  The  Johns  Hopkins  Hospital,  Baltimore,  Maryland  21205. 


AND  TREATMENT  OF  MALE  INFERTILITY  in  New  York  City,  October  9-10. 
Current  concepts  will  be  presented,  with  time  allotted  for  questions  and  discussion. 
Tuition  fee  is  $150;  25%  reduction  in  tuition  is  allowed  for  former  residents,  fellows, 
or  alumni  of  NYU  School  of  Medicine.  For  information  contact:  Registration  Depart- 
ment, NYU  Post-Graduate  Medical  School,  550  First  Avenue,  New  York,  New  York 
10016. 


CLINICAL  NOTICES  AND  MEETINGS 


ACP  Postgraduate  The  following  postgraduate  courses  which  fulfill  Category  I requirements  for  the 


Courses 


AMA  Physician’s  Recognition  Award,  will  be  presented  by  the  American  College  of 


Head  and  Neck  The  New  Jersey  Medical  School  and  the  United  Hospitals  Medical  Center  (Newark 
Tumors  Seminar  Eye  and  Ear  Infirmary)  will  present  the  Fourth  W.  Franklin  Keim  Memorial  Seminar 


Gastroenterology 
and  Liver  Disease 
Course 


The  Johns  Hopkins  School  of  Medicine  will  sponsor  a course  on  TOPICS  IN  GASTRO- 
ENTEROLOGY AND  LIVER  DISEASE:  MEDICAL  AND  SURGICAL  ASPECTS 
in  Baltimore,  Maryland,  October  7-9.  Recent  developments  of  relevance  to  internists, 


Male  Infertility 
Symposium 


The  New  York  University  Post-Graduate  Medical  School  will  present  the  Robert  S. 
Hotchkiss  Symposium  on  BASIC  AND  PRACTICAL  ASPECTS  OF  THE  DIAGNOSIS 


American  College 
of  International 
Physicians 
Convention 


The  first  Annual  Convention,  Scientific  Session,  and  Convocation  of  Fellows  of  the 
newly  organized  American  College  of  International  Physicians  will  be  held  in  Chicago, 
Illinois,  October  16-17.  The  College  is  composed  of  licensed  practicing  physicians  who 
are  graduates  of  medical  schools  outside  of  the  United  States  and  is  devoted  to  the 
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international  physicians’  education  and  continuing  advancement  of  his  skills  in  medicine. 
For  information  contact:  Antonio  B.  Donesa,  M.D.,  President,  American  College  of 
International  Physicians,  Suite  12,  3030  Lake  Avenue,  Fort  Wayne,  Indiana  46805. 
Telephone  (219)  742-7414. 

Cancer  Concepts  The  East  Tennessee  Cancer  Research  Center,  Knoxville  Academy  of  Medicine,  and 

Workshop  University  of  Tennessee  Center  for  the  Health  Sciences/Knoxville  will  present  a work- 

shop on,  CANCER  CONCEPTS  1976  in  Gatlinburg,  Tennessee,  October  18-20.  The 
workshop  will  feature  a practical  overview  of  the  latest  diagnostic  and  treatment 
techniques  for  malignant  neoplasms,  using  three  types  of  cancers  as  focal  points: 
breast,  lung,  and  gastrointestinal.  For  information  contact:  Muriel  B.  Levin,  Associate 
Director  for  Education  and  Community  Programs,  East  Tennessee  Cancer  Research 
Center,  IBM  Building,  Suite  201,  9040  Executive  Park  Drive,  Knoxville,  Tennessee 
37919.  Telephone  (615)  693-9620. 


Chest  Physicians  The  theme  of  the  42nd  Annual  Scientific  Assembly  of  the  American  College  of  Chest 

Annual  Meeting  Physicians,  to  be  held  October  24-28  in  Atlanta,  Georgia,  will  be  CLINICAL  IMPLI- 

CATIONS AND  PROJECTIONS  IN  CARDIOPULMONARY  MEDICINE  AND  SUR- 
GERY. Major  topics  for  discussion  will  be:  Pharmacology  of  Bronchoactive  Drugs; 
Cardiac  Manifestations  of  Respiratory  Failure — Drug  Management;  Adult  Respira- 
tory Distress  Syndrome;  Recent  Developments  and  Projected  Advances  in  Radiologic 
and  Isotope  Methodology  in  Both  Cardiovascular  Disease  and  Pulmonary  Disease; 
Newer  Developments  in  the  Support  of  the  Failing  Lung;  Cardiac  Surgery  in  the 
Neonate;  Acid  Base  Problems  in  Pulmonary  Disease;  Assessment  of  Pulmonary  Dis- 
ability; and  Present  Status  of  Chemoprophylaxis  of  TB.  No  registration  fee  for  ACCP 
members;  $75  for  non-member  physicians.  For  further  information  contact:  Alfred 
Soffer,  M.D.,  Executive  Director,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  Illinois  60068. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


GASTROENTEROLOGIST:  Seeking  associate  or 
group  practice.  Available  July  1977  upon  comple- 
tion of  Fellowship  in  Gastroenterology  at  Duke  Uni- 
versity Medical  Center.  Diplomat,  American  Board 
of  Internal  Medicine. 

FAMILY  PRACTITIONER:  Available  July  1977  upon 
completion  of  the  Medical  College  of  Virginia  Family 
Practice  Program  (Fairfax). 

GENERAL  SURGEON:  Board  certified,  academic 
background,  training  in  thoracic  and  vascular  sur- 
gery. Interested  in  associate  or  group  practice.  Cur- 
rently Associate  Clinical  Professor  of  Surgery,  Uni- 
versity of  Connecticut  Medical  School. 

WANTED:  By  September  1st,  physician,  licensed 
in  Delaware  for  University  of  Delaware  Student 
Health  Services,  with  training  and/or  experience  in 
family  practice  or  adolescent  medicine,  to  deliver 
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comprehensive  care  to  college  students.  For  infor- 
mation contact:  Louisa  Mankin,  M.D.,  Acting  Direc- 
tor, (302)  738-2230. 

SHARE  OFFICE  SPACE:  900  square  feet  of  medi- 
cal office  space,  outside  city  limits.  Ample  choice 
of  days  and  hours.  For  further  information  call 
652-7701  between  1:00-4:00  p.m. 

OFFICE  FOR  RENT:  Three  rooms  and  large  recep- 
tion area,  ground  floor,  Delaware  Avenue  and  Broom 
Street.  For  information  call  656-2285  between  9:00- 
4:00  p.m. 

POSITION  WANTED:  Medical  Gal  Friday.  One  and 

a half  year’s  experience  with  general  and  vascular 
surgeon.  Office  manager,  filing,  typing,  bookkeeping, 
and  patient  preparation.  Minor  surgery  assisting 
in  office.  Call  658-7596  for  particulars. 
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respond  to  one 


According  to  her  major 
bptoms,  she  is  a psychoneu- 
C c patient  with  severe 
liety.  But  according  to  the 
cription  she  gives  of  her 
ings,  part  of  the  problem 
3j/  sound  like  depression, 
s is  because  her  problem, 
tough  primarily  one  of  ex- 
;ive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
i provide  relief  for  both— as 
excessive  anxiety  is  re- 
jed,  the  depressive  symp- 
ts  associated  with  it  are  also 
n relieved. 

( There  are  other  advan- 
|:s  in  using  Valium  for  the 
liagement  of  psychoneu- 
Ip  anxiety  with  secondary 
Iressive symptoms:  the 
bhatherapeutic  effect  of 
iium  is  pronounced  and 
d.  This  means  that  im- 
vement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


sillance  because  of  their  predisposi- 
to  habituation  and  dependence.  In 
nancy,  lactation  or  women  of  child- 
ing  age,  weigh  potential  benefit 
ist  possible  hazard, 
autions:  If  combined  with  other  psy- 
ropics  or  anticonvulsants,  consider 
fully  pharmacology  of  agents  em- 
sd;  drugs  such  as  phenothiazines, 
otics,  barbiturates,  MAO  inhibitors 
other  antidepressants  may  potentiate 
:tion.  Usual  precautions  indicated  in 
:nts  severely  depressed,  or  with  latent 
ession,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


elaware 

$omd 


Official  Publication  of  the  Medical  Society  of  Delaware 


1925  Lovering  Avenue,  Wilmington,  Delaware  19806 


VOLUME  48  AUGUST,  1976 


NUMBER  8 


Robert  B.  Flinn,  M.D. 

Editor 

Bernadine  Z.  Paulshock,  M.D. 
Senior  Associate  Editor 

Vincent  DelDuca,  Jr.,  M.D. 
William  J.  Holloway,  M.D. 
David  A.  Levitsky,  M.D. 

E.  Wayne  Martz,  M.D. 

Richard  H.  Morgan,  M.D. 
William  A.  Taylor,  M.D. 

Associate  Editors 

Henrietta  J.  Moore 

Assistant  Editor 

A.  Henry  Clagett,  Jr.,  M.D. 

Honorary  Editor 


Anne  Shane  Bader 

Business  Manager 

Editorial  Board 
Patrick  F.  Ashley,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 
Stephen  H.  Franklin,  M.D. 

Carl  I.  Classman,  M.D. 
George  L.  Henderson,  M.D. 
William  D.  Johnson,  M.D. 
Edgar  R.  Miller,  Jr.,  M.D. 

Jose  Pamintuan,  M.D. 
Herman  Rosenblum,  M.D. 
William  J.  Vandervort,  M.D. 
Allen  C.  Wooden,  M.D. 

Subscription  price:  $12.00  per  year  In 
advance.  Single  copies,  $1.50 


CONTENTS 

CANCER  COMMUNIQUE 
Delaware  Cancer  Network — A Review  and  Update 
Thomas  C.  Fedewa,  Ph.D 

LETTERS  TO  THE  EDITOR 

John  C.  Pierson,  M.D. 

PRESIDENT’S  PAGE,  Escalating  Health  Care  Costs 

WHAT’S  NEW  IN  CONTRACEPTION  FOR 
ADOLESCENTS? 

Marjorie  J.  McKusick,  M.D.,  F.A.A.P 

SOME  EXPERIENCES  WITH  ACUPUNCTURE  IN 
THE  TREATMENT  OF  CHRONIC  PAIN 
Mary  E.  Moore,  Ph.D.,  M.D 

TOBRAMYCIN— A BRIEF  REVIEW  OF 
WORLDWIDE  EXPERIENCE 
Colin  F.  Speirs,  M.B.,  Ch.B 

DEATHS  

Mesrop  A.  Tarumianz,  M.D. 

Marjorie  J.  McKusick,  M.D. 

HEALTH  LEGISLATION  OF  INTEREST  TO 
MEDICAL  SOCIETY  OF  DELAWARE  

EDITORIALS  

Marjorie  Jane  McKusick  1923-1976 
Tincture  of  Time — The  Cure  for  Acupuncture 
“Dr.  T” 

A.  Henry  Clagett,  Jr.,  M.D. 

Medicaid  Indignity 

IN  BRIEF  


445 

446 

447 

451 

457 

468 

474 


485 

490 


494 


Entered  as  second-class  matter  June  28,  1929,  at 
Issued  monthly.  Second-class  postage  paid  at 


the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879. 
Wilmington,  Delaware.  Copyright,  1976  by  the  Medical  Society  of  Delaware. 


Del  Med  Jrl,  Aug  1976 — Vol  48,  No  8 


444 


FROM  THE  DELAWARE  CANCER  NETWORK* 

DELAWARE  CANCER  NETWORK  — A REVIEW  AND  UPDATE 


Thomas  C.  Fedewa,  Ph.D. 


The  Delaware  Cancer  Network  was  organized 
in  1973  as  a joint  venture  of  cancer  interest 
groups  in  the  State  of  Delaware.  The  main 
focus  of  the  Network  is  on  the  residents  of  the 
State  of  Delaware.  The  drawing  area  for  pa- 
tient services  extends  beyond  the  geographical 
boundaries  of  the  State  into  southeastern  Penn- 
sylvania, southern  New  Jersey,  and  the  northern 
and  eastern  counties  of  Maryland.  First  staff 
member  of  the  Network  was  Leslie  W.  Whitney, 
M.D.,  who  in  May  1975  accepted  an  appointment 
as  Director.  Thomas  C.  Fedewa,  Ph.D.,  who 
joined  the  staff  in  October  1975,  is  Associate 
Director  for  Administration. 

The  purpose  of  the  Network  is  to  develop  and 
operate  a community-based  network  of  cancer 
programs  for  the  improved  detection,  diagnosis, 
treatment,  and  rehabilitation  of  cancer  patients 
in  Delaware  and  geographically  contiguous 
areas.  The  Wilmington  Medical  Center  acts  as 
the  legal  base  for  the  Network. 

The  objectives  of  the  Network  are: 

• To  minimize  illness,  disability,  suffering,  and 
death  due  to  cancer. 

• To  provide  patients  with  aocess  to  optimal 
cancer  management. 

• To  identify  high-risk  populations  and  make 
available  to  them  high  quality  detection. 

Dr.  Fedewa  is  Associate  Director  for  Administration  of  the 
Delaware  Cancer  Network. 


diagnostic,  and  treatment  services  through 
their  usual  sources  of  primary  medical  care. 

• To  define  and  maintain  uniformly  high 
standards  of  cancer  diagnosis  and  treatment 
so  that  patients  receive  the  same  quality  of 
care  regardless  of  where  they  are  treated  or 
how  they  enter  the  health  care  system. 

• To  devise  treatment  programs  tailored  spe- 
cifically for  cancer  patients  of  all  ages. 

• To  foster  continued  cancer  research  and  the 
effective  translation  of  appropriate  research 
results  into  clinical  practice. 

• To  foster  the  continuing  education  of  phy- 
sicians and  other  personnel  in  cancer  care, 
thereby  helping  to  ensure  the  availability  of 
quality  care. 

• To  foster  the  development  of  a network  of 
physicians  and  institutions  who  will  cooper- 
ate in  supporting  and  conducting  public 
education  programs  in  cancer  prevention 
and  programs  in  rehabilitation  (social,  emo- 
tional, vocational,  and  physical)  of  cancer 
patients. 

• To  maintain  a system  of  evaluation  to  assess 
Network  effectiveness  periodically. 

• To  work  toward  the  designation  of  the  Net- 
work as  the  National  Cancer  Institute’s 
designated  Cancer  Center  for  Delaware. 

Formal  Network  affiliates  include  all  the  hos- 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2il3. 
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pitals  in  the  State  of  Delaware  except  the  hos- 
pital at  Dover  Air  Force  Base  and  Wilmington’s 
Veterans  Administration  Center.  In  addition,  the 
American  Cancer  Society,  as  a founding  member 
of  the  Network,  continues  both  as  a Network 
affiliate  and  a provider  of  the  public  education 
component  under  subcontract  to  the  Network. 
Network  Advisory  Board  membership  includes 
representatives  from  the  major  health  and  human 
service  providers  in  the  State,  a representative 
appointed  by  the  State  of  Delaware,  one  from 
the  University  of  Delaware,  and  one  from  each 
of  the  three  major  chemical  companies  having 
corporate  headquarters  in  the  state — E.  I.  du- 
Pont  de  Nemours,  Inc.,  ICI  United  States,  Inc., 
and  Hercules,  Inc.  and  its  subsidiary  Adria  Lab- 
oratories, Inc. 

Funding  for  the  Network  programs  is  from  a 

* * 


t^etterd  to  the  Editor 

To  the  Editor: 

The  July  issue  of  the  Delaware  Medical  Jour- 
nal seems  to  deserve  special  recognition,  and  I 
would  like  to  express  my  personal  thanks  to  you 
and  to  your  staff  for  such  a fine  production.  The 
content  is  most  timely,  of  course,  and  the  con- 
tributors equally  appropriate  for  die  tasks  as- 
signed to  them.  I am  sure  that  your  collective 
efforts  have  created  a landmark  in  the  long  line 
of  Medical  Journal  publications. 

Even  in  these  heady  days  of  “Bicentennialism” 
I am  discovering  within  myself  a new  and  un- 
expected curiosity  about  history  for  its  own  sake. 
Perhaps  this  interest  is  of  the  late  blooming 
variety  and  cherished  all  the  more  for  its  acquired 
nature.  Quite  fortuitously  the  July  number  had 
a companion  piece  in  the  form  of  the  bicenten- 
nial issue  ( Spring- Summer  1976)  of  Delaware 
History.  As  a matter  of  fact  both  journals  were 
delivered  within  a few  days  of  each  other.  As 
a matter  of  coincidence  as  well  as  of  added  in- 
terest the  Historical  Sooiety  of  Delaware  publi- 
cation contained  an  article  titled  “Dr.  John  Mc- 


combination  of  sources.  Of  funds  directly  ad- 
ministered by  the  Network,  83%  has  a Federal 
source,  13%  is  from  private  sources,  and  4% 
represents  the  American  Cancer  Society’s  share 
of  the  costs  of  the  Breast  Cancer  Detection 
Demonstration  Project.  Facilities  to  house  the 
Network  and  necessary  equipment  are  provided 
by  the  Wilmington  Medical  Center. 

Besides  the  Breast  Cancer  Detection  Demon- 
stration Project,  the  Network  operates  a Proto- 
type Breast  Cancer  Network  Project,  a Cancer 
Control  Projeot,  a statewide  Tumor  Registry,  a 
network  involving  clinical  trials  and  protocol 
work,  and  a planning  program  for  the  develop- 
ment of  a research  network.  Planning  efforts 
for  this  next  year  include  the  development  of 
oolo-rectal,  lung,  and  rehabilitation  networks, 
and  coordinated  pastoral  services. 

W 


Kinley,  First  President  of  Delaware.”  He  was 
alluded  to  in  Dr.  Shands’  “Early  Delaware  Doc- 
tors.” 

It  must  be  obvious  to  you  that  in  part  my 
response  to  the  spirit  and  the  substance  of  the 
Medical  Journal’s  July  number  stems  from  the 
article  contributed  by  Lewis  B.  Flinn,  M.D.  I 
have  already  indicated  to  him  my  special  appreci- 
ation for  his  effort.  Perhaps  only  he  and  I know 
how  meager  and  elusive  was  the  material  he  had 
to  work  with.  To  have  constructed  a coherent 
and  authoritative  story  under  such  frustrating 
circumstances  was  a rare  achievement  and  bears 
eloquent  testimony  to  his  motivation  and  perse- 
verance. 

If  perhaps  in  retrospect  Dr.  L.  B.  Flinn  may 
have  some  doubt  about  the  readership  value  of 
the  topic  itself,  you  might  reassure  him  that  at 
least  for  myself  and  posthumously  for  my 
father*  and  brother*  * it  was  deeply  and  warmly 
appreciated. 

John  C.  Pierson,  M.D. 

*Dr.  Frank  F.  Pierson,  Hahnemann  Medical  College,  1891 
**Dr.  W.  Morris  Pierson,  Hahnemann  Medical  College,  1921 
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ESCALATING  HEALTH  CARE  COSTS 


One  of  the  great  eoonomic  issues  facing  our 
I nation  is  the  escalation  in  health  care  costs.  Much 
I attention  is  being  directed  to  an  analysis  of  this 
I phenomenon,  including  its  scope  and  possible 
I causes.  As  yet,  no  solutions  have  been  worked 
I out  because  of  the  inability  to  ascertain  with 
f certainty  the  causes. 

A staff  report  dated  April  1976  by  the  Council 
! on  Wage  and  Price  Stability  does,  however,  re- 
| veal  some  interesting  and  startling  facts.  An  at- 
| tempt  will  be  made  to  summarize  its  findings. 

In  1975,  compared  to  a rise  in  the  consumer 
price  index  (CPI)  of  7.7%  (excluding  medical 
services),  hospital  oharges  rose  13%,  while  phy- 
sician charges  rose  11.8%.  Prescription  costs 
rose  7.4%,  startling  in  view  of  the  fact  that  for 
years  these  prices  have  usually  risen  only  about 
1%  per  year.  Overall,  health  expenditures  in 
1975  were  $119  billion  compared  to  $39  billion 
in  1965.  Of  course,  it  must  be  remembered  that 
the  federal  health  programs  that  came  into  being 
in  1965  are  responsible  for  some  of  the  increased 
demand  for  services.  Again,  startlingly,  the  rise 
in  1975  alone  was  $15  billion. 

Stated  in  a different  way,  per  capita  health 
expenditures  from  1965-75  rose  as  follows:  Direct 
payment,  73.5%;  private  insurance  benefits, 
199.8%;  federal  pay-out,  813.6%;  and  state  and 
local  government  pay-out,  172.2%. 

During  the  first  three  months  of  1976,  hospital 
charges  increased  by  20.1%  and  physician 
charges  by  14.2%  contrasted  with  other  services 
price  rises  of  8.9%  while  the  overall  CPI  (includ- 
ing medical  care)  rose  at  a 2.4%  annual  rate. 

An  average  hospital  stay  in  1965  cost  $311;  in 
1974,  $873;  in  1975,  $1017.  Only  fuel,  utility, 
gasoline,  and  auto  repair  charges  increased  at  a 


rate  that  approached  the  increase  in  medical 
care  costs. 

From  the  Council  report,  it  appears  that  for 
hospitals  the  increases  for  wages,  while  im- 
portant, are  at  least  equaled  by  increases  brought 
about  by  the  type  and  care  of  services  provided 
to  patients.  These  latter  increased  both  labor 
and  non-labor  oharges  per  patient  per  day.  Ad- 
ditionally, the  purchase  of  sophisticated  and  ex- 
pensive equipment  and  the  cost  of  highly  skilled 
labor  to  operate  such  equipment  affect  the  soar- 
ing hospital  costs.  Particularly  in  1974,  fuel  and 
utility  costs  rose  sharply  for  hospitals  as  did 
malpractice  insurance  premiums  also. 

Data  to  explain  the  rise  in  physician  cost  are 
less  available  than  data  for  hospitals,  but  the  in- 
creases in  malpractice  premiums  are  felt  to  be  a 
factor,  though  the  latter  has  not  been  quantified. 

One  of  the  interesting  facets  of  the  Council’s 
report  deals  with  the  influence  of  third  party 
payments  on  the  rising  cost  of  care.  Third  party 
payments  constituted  67.4%  of  total  expenditures 
for  personal  health  care.  92%  of  expenditures 
for  hospital  care  and  65.5%  of  expenditures  for 
physician  services  came  via  third  party  sources. 
Private  health  insurance  paid  for  26.5%  of  per- 
sonal health  care  expenditures.  Since  1965,  ex- 
penditures under  private  health  plans  increased 
229%,  ie,  from  $8.3  billion  in  1965  to  $27.3  billion 
in  1975.  During  this^same  time  span,  government 
expenditures  for  personal  health  care  increased 
484%,  from  $7  billion  to  $40.9  billion,  reflecting 
the  federal  programs. 

The  absence  of  direct  payments  by  consumers 
is  an  important  feature  of  the  health  care  indus- 
try, setting  it  apart  from  all  other  types  of  busi- 
ness. There  seems  to  be  a consensus  that  the 
prevalence  of  third  party  payments  is  a significant 
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factor  affecting  the  consumer’s  decision-making; 
the  hidden  payments  obscure  the  full  impact  of 
the  cost  of  services  that  the  consumer  is  pur- 
chasing. 

Corollary  to  this  are  hidden  insurance  premium 
costs,  about  80%  of  which  are  paid  through  em- 
ployer-related group  plans;  about  30%  are  paid 
through  other  group  plans  (the  Medical  Society 
of  Delaware  Blue  Cross-Blue  Shield  group  is  an 
example),  and  about  17%  are  individual  policies. 
In  employer-related  plans,  on  average,  the  em- 
ployer pays  67%  of  the  premium;  and  in  41% 
of  suoh  plans,  the  employer  pays  the  total  pre- 
mium. Helping  to  obscure  the  cost  to  the  con- 
sumer is  the  federal  tax  structure.  Employer- 
paid  health  premiums  are  not  counted  as  em- 
ployee income — a real  tax  incentive  for  the  em- 
ployee and  a fact  that  makes  health  insurance 
such  a non-negotiable  item  in  labor-management 
contract  negotiations.  In  addition,  a portion  of 
the  individually  paid  health  insurance  premiums 
is  tax  deductible.  With  premium  costs  obscured 
in  this  way,  the  consumer  in  employer-related 
plans  is  more  likely  to  demand  and  utilize  more 
comprehensive  coverage  than  if  he  paid  the  pre- 
miums directly. 

Direct  payments  by  governments  for  health 
care  plus  the  tax-related  payments  make  the 
health  care  industry  one  of  the  most  subsidized 
industries  in  the  nation — approximately  $58  bil- 
lion in  1975. 

The  Council  report  makes  some  interesting 
observations  about  provider  choice  and  provider 
incentives.  They  point  out  that  a unique  aspect 
of  medical  care  is  the  fact  that  the  provider  de- 
termines the  nature  of  the  service  provided  and 
thereby  the  cost  of  the  service.  The  training  of 
a physician  has  not  emphasized  his  role  in  de- 
termining costs  of  care.  The  report  points  out 
that  hospitals  being  paid  by  third  parties  are 
reimbursed  on  a cost-plus  basis,  and  since  most 


are  non-profit  institutions,  the  incentive  for  ef- 
ficiency in  operation  may  be  reduced.  The  effect 
of  the  lack  of  limited  price  competition  in  the 
health  care  industry  as  a factor  in  escalating 
costs  is  at  present  uncertain. 

Another  deterrent  to  cost-saving  incentives,  ac- 
cording to  the  report,  is  the  increasing  number 
and  size  of  malpractice  actions  against  hospitals 
and  physicians  with  a resultant  tendency  to 
“defensive  medicine”  adding  to  the  costs. 

Innovations  and  technological  advances  in  the 
practice  of  medicine  appear  to  play  a major  role 
in  that  such  advances  are  characterized  by  com- 
plex diagnostic  and  treatment  techniques,  eg, 
jj>rain  scans,  C.A.T.  scans,  organ  replacement, 
renal  dialysis,  open  heart  surgery,  and  cancer 
chemo-  and  radiation  therapy.  New  and  sophis- 
ticated and  expensive  equipment  is  required  for 
these  advances.  As  the  Council  observes,  new 
technology  in  medicine,  unlike  other  industries, 
tends  to  be  cost-raising  rather  than  cost-saving. 
In  addition,  new  technology  creates  demands  on 
the  part  of  both  the  patient  and  the  physician. 

Is  such  a huge  allocation  of  the  nation’s  re- 
sources to  health  care  paying  off  in  better  health 
for  our  citizens?  Would  alterations  of  our  life 
styles  contribute  more  to  our  health?  Would 
improving  the  quality  of  our  environment  be 
more  cost  effective?  Certainly,  in  the  years 
ahead,  much  study  and  thought  will  be  given 
to  these  questions. 

The  implications  of  the  facts  cited  are  clear  to 
each  of  us  as  physicians,  and  it  appears  that  we 
must  as  a profession  become  more  involved  in 
efforts  in  health  care  cost  containment. 


SIR  JULIAN  HUXLEY 
1887-1975 

If  the  full  development  of  human  individuals  and  the  fulfillment  of  human  possi- 
bilities are  the  overriding  aims  of  our  evolution,  then  any  overpopulation  which  brings 
malnutrition  and  misery,  or  which  erodes  the  world’s  material  resources  of  beauty  or 
intellectual  satisfaction  are  evil.’ 
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WHAT'S  NEW  IN  CONTRACEPTION 
FOR  ADOLESCENTS? 


Marjorie  J.  McKusick,  M.D.,  F.A.A.P. 


What’s  new  in  contraception  for  adolescents? 
This  is  a loaded  question.  There  is  not  much 
new  in  contraceptive  methods  for  teenagers. 
What  is  new,  I hope,  is  our  attitude  toward 
giving  teen-agers  advice  and  prescriptions  for 
contraceptives.  If  we  dispense  contraceptives 
only  to  those  who  request  them,  however,  we 
will  be  hitting  only  the  tip  of  the  iceberg. 

Recently  three  separate  studies  reported  that 
25%  of  males  of  all  ethnic  origins  experience 
coitus  before  the  age  of  13  years.1'3  However, 
over  half  of  teenage  boys  use  no  contraception 
or  rely  on  withdrawal  or  their  partner’s  douching. 
Moreover  ,only  22%  of  all  teen-agers  find  out 
about  sexual  intercourse  and  reproduction  from 
professional  sources  such  as  teachers,  nurses,  and 
doctors.  These  facts  make  it  clear  why  in  this 
country  among  teen-agers  there  are  annually  over 
600,000  live  births,  most  of  which  are  unplanned, 
and  explain  why  one-third  of  all  legal  abortions 
in  the  United  States  occur  in  adolescents. 

What  does  this  mean  to  pediatricians?  Clearly 

At  the  time  of  her  death  in  June,  1976,  Doctor  McKusick  was 
Director  of  Student  Health  Services  of  the  University  of  Delaware. 


Adapted  from  a presentation  to  the  American  Academy  of  Pedi- 
atrics, Philadelphia,  Pennsylvania,  April  15,  1976. 


we  are  dealing  with  a problem  that  needs  to  be 
attacked  from  the  educational,  preventive,  and 
service  approaches.  We  need  to  start  early  in 
assisting  parents  to  teach  their  children  about 
sex;  sex  education  is  a continuum  from  cradle  to 
grave.  We  should  provide  help  in  finding  ap- 
propriate educational  materials  as  children  grow 
older,  and  offer  direct  counseling  to  children  at 
appropriate  times,  counseling  which  must  be 
done  with  the  parent(s)  out  of  the  office.  We 
should  also  strive  to  get  family  life  education  in 
public  schools  from  kindergarten  through  twelfth 
grade  as  part  of  the  regular  curriculum;  these 
courses  need  to  be  developed  and  taught  by 
those  who  are  knowledgeable  and  comfortable 
in  the  field.  Furthermore,  it  is  important  for 
pediatricians  who  care  for  adolescents  to  know 
how  to  do  a pelvic  examination,  and  to  be  com- 
fortable in  counseling  and  prescribing  contra- 
ceptive methods. 

There  are  several  desirable  properties  for  birth 
control  methods  for  adolescents.  First,  the 
method  chosen  must  be  reversible;  very  few 
teenagers  are  ready  to  make  the  decision  that 
they  never  want  to  have  any  children.  Adoles- 
cents also  feel  strongly  that  the  method  should 
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not  interfere  with  the  spontaneity  of  the  sex  act, 
and  they  do  not  want  any  diminution  of  sensa- 
tion. 

Of  moderate  priority  to  the  teenager  is  that 
protection  against  pregnancy  be  reliable  and 
that  there  not  be  “something  inside  me.”  Their 
objection  to  the  pill  is  largely  because  it’s  a daily 
reminder  of  sexual  activity  which,  at  times, 
would  rather  be  forgotten.  Another  property 
given  moderate  priority  is  no  bad  side  effects. 

Of  low  priority  are  low  cpst,  protection 
against  venereal  disease,  and  sharing  of  re- 
sponsibility. Current  birth  control  methods  are 
listed  in  Table  1.  It  should  not  be  forgotten 
that  abstinence  is  still  an  acceptable  birth  con- 
trol method,  and  one  that  works  well. 


TABLE  1 

BIRTH  CONTROL  METHODS 

Abstinence 
Withdrawal 
Douching 
Rhythm  (timing) 

Condom 

Foam 

Condom  and  Foam 

IUD 

Pill 

Diaphragm 

Sterilization 

Abortion 


Now,  let  us  score  these  methods  against  the 
desirable  properties  teenagers  would  like  to  have 
in  a birth  control  method.  (Table  2)  Steriliza- 
tion is  out  as  a method  for  teenagers  since  it  is 
not  reversible,  one  of  the  top  priorities.  None  of 
the  other  methods  fails  in  this  respect,  but  many 
of  them  are  considered  unsatisfactory  because 
they  interfere  with  the  spontaneity  of  the  sex 
act  and/or  its  full  pleasure.  Indeed,  there  are 
only  three  methods  that  fulfill  all  three  of  the 
teenager’s  top  priorities:  the  IUD,  the  pill,  and 
abortion.  I regret  that  abortion  is  sometimes 
considered  an  alternative  to  contraception,  but 
unless  we  can  persuade  teenagers  either  to 


change  their  priorities  or  to  opt  for  the  IUD  or 
pill,  we  will  continue  to  have  tremendous  num- 
bers of  abortions  in  this  age  group. 

Table  2 also  shows  the  properties  teenagers 
consider  of  moderate  priority  in  ohoosing  contra- 
ceptive methods.  The  only  methods  that  com- 
bine all  these  properties  are  abstinence  and  the 
condom  and  foam.  In  one  way  or  another,  all 
other  methods  fail  to  meet  the  requirements  of 
an  ideal  contraceptive.  Finally,  we  should  look 
at  those  properties  considered  of  low  priority 
plotted  against  methods.  Once  again,  the 
methods  that  are  available  are  limited  to  absti- 
nence, and  the  combination  of  foam  with  con- 
dom. 

Given  the  present  social  climate  and  the  con- 
traceptive methods  currently  available,  what 
does  this  mean  to  pediatricians  and  other  phy- 
sicians who  deal  with  teen-agers?  I think  if  we 
can  begin  early  with  adequate  education,  not 
only  about  sex,  but  about  family  life,  mutual 
responsibilities  of  couples,  what  it  means  to  be 
a parent,  and  how  much  hard  work  and  sacrifice 
it  entails — we  may  stand  a chance.  I would 
recommend  that  we  make  all  teenagers  aware  of 
the  outstanding  performance  of  the  combination 
of  foam  and  condom.  Youngsters  who  have  in- 
frequent, often  unplanned  intercourse,  should  be 
encouraged  to  carry  foam  and  condoms  in  their 
purses  or  hip  pockets.  Foam  is  now  available 
in  a small  size,  suitable  for  one  or  two  uses,  in 
a container  whioh  tucks  easily  into  a purse  or 
pocket.  This  method  has  the  added  advantage 
of  being  “over-the-counter,”  which  makes  it  more 
readily  available  to  youngsters  than  other 
methods  that  require  a doctor’s  prescription. 

For  the  teenagers  who  are  “going  steady,”  or 
have  decided  to  live  with  a partner,  however, 
we  need  to  recommend  something  more  suitable 
for  their  needs.  To  them,  we  should  recommend 
the  IUD,  the  pill,  or  the  diaphragm.  Young 
people  are  turning  back  more  and  more  to  the 
diaphragm  as  a safer  contraceptive  than  the  IUD 
and  pill,  and  are  willing  to  accept  the  trade-off 
that  the  diaphragm  is  less  effective  than  either 
of  those  methods.  All  these  options  should  be 
made  clear  to  them  before  their  choice  is  made. 

Is  there  anything  new  on  the  contraceptive 
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Table  2 

DESIRABLE  PROPERTIES  OF  BIRTH  CONTROL  METHODS 


AVAILABLE  BIRTH  CONTROL  METHODS 


highest  priority 

Must  be  reversible 

Abstinence 

Withdrawal 

1 

i 

3 

3 

Condom 

Foam 

1 

IUD 

Pill 

Diaphragm 

i Sterilization 

Abortion 

Should  not  interfere  with 
spontaneity  of  sex  act 

- 

- 

- 

- 

- 

- 

Should  not  interfere  with 
full  sensation  of  sex  act 

- 

- 

- 

- 

MODERATE  PRIORITY 

Protect  against  pregnancy  at 
least  90% 

Preferably  not  " something 
inside  me" 

Preferably  not  a daily  pill, 
reminding  her  of  sexual 
activity 

- 

No  bad  side  effects 

_ 

_ 

LOW  PRIORITY 

Inexpensive 

Protects  against  Venereal 
Disease 

_ 

- 

_ 

- 

_ 

- 

_ 

Shared  responsibility 

' 

- 

- 

- 

- 

- 

- 

horizon?  There  is  only  one  new  contraceptive 
method  currently  available,  and  that  is  the 
Progestasert  made  by  Alza  Pharmaceuticals.4-5 
This  is  a small  T-shaped  IUD,  the  arms  of  which 
fold  down  for  easy  insertion.  The  shaft  contains 
progesterone  which  is  gradually  released  into  the 
uterus  over  a period  of  a year  and  exerts  a local 
hormonal  effect  only,  with  but  minute  amounts 
being  absorbed  systemically.  In  a group  of  over 
3400  women  in  whom  it  was  inserted,  about 


one-fourth  of  whom  were  in  the  age  group  18-22, 
there  were  no  perforations.  Testing  remains  to 
be  done  in  a younger  age  group  before  it  can 
be  recommended  unequivocally  for  teen-agers, 
but  the  results  appear  to  be  very  good  so  far. 

What  about  other  experimental  birth  control 
methods?  ( Table  3 ) In  addition  to  Progestasert, 
there  are  five  other  new  methods  currently  under 
study.  Depot  medroxyprogesterone  acetate 
(DMPA)  is  a hormone  effective  if  given  by  in- 
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jection  every  three  to  six  months.6  Its  side  effects 
include  irregular  uterine  bleeding,  mostly  as  in- 
termenstrual  spotting  and  staining,  and  amenor- 
rhea. DMPA  needs  to  be  further  evaluated 
for  reversibility  and  carcinogenicity  before  be- 
ing approved  for  routine  contraception. 

PDS  stands  for  polydimethyl  siloxane  im- 
plants.7 An  active  hormone,  such  as  megestrol 

TABLE  3 

NEW  BIRTH  CONTROL  METHODS 

Progestasert 

DMPA 

PDS 

Male  Pill 
Male  PDS 
Prostaglandins 

aoetate,  is  placed  in  siloxane  capsules  which  are 
then  implanted  itno  women  of  child-bearing  age. 
Problems  encountered  so  far  include  break- 
through bleeding  in  one-third  and  amenorrhea  in 
7%.  Some  failures  have  occurred  if  less  than 
four  implants  were  used;  otherwise  no  preg- 
nancies have  been  reported. 

In  Nature,  December  1974  Briggs  and  Briggs 
reported  on  an  oral  contraceptive  for  men.8  A 
combination  androgen-estrogen,  which  inhibited 
spermatogenesis,  was  used.  The  effect  was  re- 
versible when  treatment  was  stopped,  but  it  took 
15  to  40  weeks  for  sperm  counts  to  return  to 
normal. 

Men  too  can  receive  subcutaneous  Silastic 
capsules  (Dow-Corning)  containing  testosterone 
combined  with  oral  progestin  derivatives.9  The 
results  indicated  that  “we  are  well  on  the  way 
to  devising  a medical  treatment  for  reversible 
inhibition  of  spermatogenesis  without  undue  side 
effects.”  However,  optimal  progestin-testoster- 
one combinations  and  optimal  dosage  regimens 
remain  to  be  determined  as  well  as  the  long- 
term effects  of  high  doses  of  progestin  in  men; 
thus  it  appears  these  methods  are  still  a long 
way  from  being  approved  for  general  use. 

Prostaglandins  have  received  a good  deal  of 
publicity  recently  and  are  being  used  in  late 


abortions.  Their  use  for  early  termination  of 
pregnancy  or  feared  pregnancy  is  still  in  the 
experimental  stages.10  For  “menstrual  regula- 
tion,” vaginal  suppositories  of  prostaglandins, 
which  can  be  self-administered,  have  been  de- 
veloped. Termination  of  very  early  pregnancy 
was  successful  in  45  outpatients  using  this 
method.  Previously  unacceptable  side  effects 
include  vomiting,  diarrhea,  high  failure  rate, 
retained  products  of  conception,  and  the  need 
for  a considerable  amount  of  analgesia.  Further 
testing  may  make  this  an  acceptable  method  for 
“morning  after”  needs. 

In  summary,  then,  the  greatest  need  is  for  us 
to  reach  youngsters  before  they  become  sexually 
active.  On-going  education  is  probably  the  best 
approach,  and  pediatricians  are  in  the  unique 
position  of  encouraging  early  education  through 
their  contacts  with  parents,  through  the  schools, 
and  by  direct  education  in  an  office  setting.  I 
recommend  that  young  adolescents  be  taught  the 
advantages  of  the  combination  of  foam  and  con- 
dom for  that  unplanned,  unexpected  “emerg- 
ency.” Older  teenagers,  especially  those  known 
to  be  sexually  active,  should  be  given  a choice 
of  an  IUD,  the  pill,  or  a diaphragm  and  full  un- 
derstanding of  all  the  pros  and  cons  of  each  be- 
fore their  choice  is  made.  Some  of  you  may 
want  to  try  Progestasert,  a “third  generation” 
IUD.  It  seems  we  will  have  to  wait  a while  for 
any  other  contraceptive  methods  which  are  suit- 
able for  teenagers  of  either  sex. 
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SOME  EXPERIENCES  WITH  ACUPUNCTURE 
IN  THE  TREATMENT  OF  CHRONIC  PAIN 


About  three  and  one-half  years  ago  we  began 
5|  to  use  acupuncture  for  the  treatment  of  pain  in 
ii  the  Pain  Control  Center  at  Temple  University 
1 Hospital  in  Philadelphia.  Since  then  we  have 
ej  acquired  a fair  amount  of  experience  with  it,  an 
account  of  which  may  be  of  value  to  other  phy- 
i|  sicians  whose  main  source  of  information  con- 
:>  cerning  acupuncture  comes  primarily  from  ac- 
i counts  of  individual  patients  or  reports  in  the 
[ lay  press. 

The  first  phase  of  our  experience  began  in  1972 
when,  associated  with  renewed  contacts  with 
i mainland  China,  there  was  a reawakening  of 
| interest  in  acupuncture.  At  that  time  there  was 
| a resident  who  had  been  trained  in  acupuncture 
I in  China  as  part  of  his  medical  school  curriculum 
:ij  on  our  anesthesiology  house  staff.  Under  the 
Jj  tutelage  of  this  resident,  Dr.  Chung  Chua,  Dr. 
1 LeRoy  Krumperman,  our  former  head  of  the 
I Pain  Control  Center  and  Chief  of  the  Depart- 
i ment  of  Anesthesiology,  and  I began  to  treat 
j patients  for  a wide  variety  of  pain  problems 
using  acupuncture.  By  the  end  of  about  two 
years  we  had  treated  117  patients.  The  results 
were  quite  encouraging  considering  these  were 
difficult  patients,  who  had  previously  been  treat- 
ment failures. 

Table  1 shows  the  type  of  pain  problems  our 
patients  had.  The  most  common  syndrome  was 
that  of  low  back  pain  with  or  without  pain  radi- 
ating into  the  legs.  The  diagnoses  included  low 
back  strain,  degenerative  disc  disease,  osteoarth- 
ritis, and  arachnoiditis.  Besides  conservative 
therapy  including  muscle  relaxants,  bed  rest, 
etc.,  many  in  this  group  had  already  resorted  to 
surgery. 

Dr.  Moore  is  Associate  Professor  of  Medicine,  Section  of  Rheu- 
matology, Temple  University  Health  Sciences  Center,  Philadelphia. 


This  paper  was  adapted  from  a presentation  to  the  Department 
of  Medicine,  Wilmington  Medical  Center. 


Mary  E.  Moore,  Ph.D.,  M.D. 
TABLE  1 

Types  of  Pain  Problems  Treated  with  Acupuncture 
Number  of  Patients 


Low  Back  Pain  26 

Neck  Pain  17 

Shoulder  Pain  1 1 

Osteoarthritic  Knee  Pain  1 1 

Osteoarthritic  Hip  Pain  8 

Headache  8 

“Tennis  Elbow”  7 

Miscellaneous  29 

TOTAL  117 


The  second  largest  group  consisted  of  patients 
with  neck  pain,  typically  involving  the  para- 
spinal  muscles  in  the  cervical  area  and  radiating 
towards  the  shoulders.  Diagnoses  in  this  group 
were  post-traumatic  cervical  strain  and  osteo- 
arthritis. Previous  therapy  typically  had  in- 
cluded traction,  cervical  collars,  and  combina- 
tions of  muscle  relaxants  and  exercises  as  well 
as  analgesics. 

One  of  the  next  most  common  syndromes  was 
that  of  painful  shoulder,  usually  secondary  to 
bursitis  or  tendonitis.  Besides  oral  anti-inflam- 
matory agents,  most  patients  in  this  group  had 
been  treated  with  local  steroids.  Osteoarthritic 
knees  and  hips,  and  “tennis  elbows”  were  also 
common  sources  of  chronic  pain.  These  had 
usually  been  treated  similarly. 

Headaches,  usually  classified  as  migraine  or 
tension  headaches,  were  the  chief  complaint  in  a 
few  patients.  Ergotamines,  analgesics,  and  tran- 
quilizers had  all  been  tried  with  little  success. 
The  remainder  of  the  Pain  Control  Center  popu- 
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lation  was  made  up  of  a wide  variety  of  condi- 
tions ranging  from  definite  disease  entities,  such 
as  rheumatoid  arthritis,  to  painful  states  of  less 
well-defined  origin,  such  as  causalgia. 

Acupuncture  treatments  were  administered  for 
approximately  twenty  minutes  once  weekly. 
Treatments  were  continued  until  it  appeared 
that  either  the  patient  was  not  responding  or  that 
he  had  achieved  maximum  relief.  Using  these 
criteria,  it  turned  out  that  most  patients  received 
somewhere  between  three  and  seven  treatment 
sessions. 

Each  session  consisted  of  the  placement  of 
from  approximately  four  to  eight  32  gauge  stain- 
less steel  acupuncture  needles  into  sites  chosen 
either  because  they  fell  along  classic  meridians 
or  because  they  were  local  areas  tender  to  pal- 
pation. Needles  were  stimulated  in  turn  for 
about  two  minutes  at  a time  followed  by  a rest 
period  of  several  minutes,  and  finally  by  a second 
stimulation  period.  The  stimulation  was  done 
manually  in  most  cases  by  simultaneously  twirl- 
ing and  vibrating  the  needle  between  the  thumb 
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and  forefinger.  In  a very  few  cases  electrical 
stimulation  was  done  using  a battery-powered 
pulsating  stimulator  manufactured  in  the  Peoples 
Republic  of  China.  This  was  abandoned  when 
it  did  not  prove  superior  to  the  manual  stimula- 
tion. 

The  results  of  treatment  were  assessed  by 
questioning  the  patient  about  his  pain  before 
and  after  treatment.  Ih  addition,  follow-up  in- 
formation was  obtained  via  a mailed  question- 
naire sent  out  to  all  patients  who  initially  re- 
ported pain  relief  following  treatment. 

Table  2 shows  the  overall  results  of  treatment 
immediately  following  the  last  session.  A total 
of  43%  of  the  group  seemed  to  achieve  a reason- 
able amount  of  pain  relief,  26%  reported  excel- 
lent relief,  and  17%  moderate  relief.  Little 
relief  was  reported  by  15%,  which  included  the 
group  experiencing  very  minimal  relief  or  relief 
which  was  very  short-lived  ( less  than  one  week ) 
or  both.  Thirty-eight  per  cent  said  that  there 
was  no  change  in  pain  following  treatment.  In 
five  cases,  or  4%,  the  patients  reported  that  acu- 
puncture had  made  their  pain  worse,  but  in  all 
instances  this  worsening  was  very  minimal  and 
transient. 

Aside  from  the  temporary  worsening  of  pain 
in  five  patients  and  some  minor  discomfort  when 
the  needles  were  being  inserted  and  manipulated, 
there  were  no  complications  in  this  series  in- 
volving 117  patients  and  well  over  4,000  needle 
insertions. 

Widespread  differences  in  response  to  acu- 
puncture were  evident  when  the  results  were 


TABLE  2 


Results  of  Acupuncture  Therapy  for  the 
Total  Group 


Acupuncture  Results: 

Number 

Percent 

Excellent  Relief 

31 

26 

Moderate  Relief 

20 

17 

Little  Relief 

17 

15 

No  Relief 

44 

38 

Worse 

5 

4 

TOTAL 

117 

100 
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examined  in  terms  of  the  different  types  of  pain 
syndrome  treated.  (Table  3) 

Shoulder  pain,  the  pain  of  tennis  elbow,  and 
neck  pain  responded  well  to  treatment  with  82%, 
71%,  and  59%  of  the  patients  respectively 
achieving  excellent  or  moderate  relief  at  the  time 
of  their  last  treatment.  The  other  conditions 
seemed  to  be  more  refractory  to  treatment,  re- 

TABLE  3 

Pain  Control  Center  Patients  who  Experienced 
Moderate  or  Excellent  Pain  Relief  with  Acupuncture 
According  to  the  Type  of  Pain  Problem 

Percent  Obtaining  Moderate 
or  Excellent  Relief 


Shoulder  Pain 

82 

“Tennis  Elbow" 

71 

Neck  Pain 

59 

Headache 

38 

Osteoarthritis  of  the  Hip 

38 

Low  Back  Pain 

35 

Osteoarthritis  of  the  Knee 

27 

Miscellaneous 

34 

sponding  less  than  40%  of  the  time.  When  we 
divided  the  patients  with  low  back  pain,  which 
was  our  largest  category  of  pain  problem,  into 
those  who  had  previously  had  surgery  and  those 
who  had  not,  another  responsive  category 
emerged,  however.  (Table  4) 

Of  the  twenty-six  patients  whose  chief  com- 
plaint was  back  pain,  ten  had  not  had  surgery. 
This  group  did  well  with  acupuncture.  Sixty 
per  cent  achieved  moderate  or  excellent  relief. 
The  other  sixteen  patients  had  had  a total  of  31 
surgical  procedures  for  back  pain.  These  in- 

TABLE  4 

Results  of  Acupuncture  Therapy  on  Low  Back  Pain 
According  to  Whether  or  Not  the  Patient  Had 
Previously  Been  Treated  by  Surgery 

Percent  Obtaining 
Number  Moderate  or  Excellent 


in  Group 

Pain  Relief 

No  Previous 

Back  Surgery 

10 

60 

Previous  Back 

Surgery 

16 

19 
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eluded  diseoicleetomics,  lamim'ctoTiiics,  rhizoto- 
mies, and  spinal  fusions.  This  post-surgical 
group  had  the  poorest  showing  of  those  with 
am  pain  syndrome.  Only  19'  i of  them  achieved 
a good  response  with  acupuncture. 

In  manv  of  the  patients  the  acupuncture  re- 
sponse persisted  for  several  weeks.  By  follow- 
up questionnaire  we  discovered  that  of  those 
who  had  originally  received  excellent  relief,  58% 
still  had  relief  at  35  weeks.  Of  those  originally 
claiming  only  moderate  relief,  53%  still  had 
relief  at  11  weeks.  (Figure  1) 

On  the  basis  of  this  first  Pain  Control  Center 
experience,  therefore,  we  were  somewhat  en- 
thusiastic about  the  ability  of  acupuncture  to 
help  some  types  of  chronic  musculoskeletal  pain. 
We  were  not  at  all  certain,  however,  how  much 
of  this  effect  was  the  result  of  some  little  under- 
stood specific  property  of  acupuncture  or  how 
much  was  due  to  our  enthusiasm  and  the  en- 

FIGURE  1 

Fall-off  in  Pain  Relief  with  Average  Weeks  of 
Follow-up  for  Patients  Who  Originally  Had 
Excellent  and  Moderate  Relief 


thusiasm  of  our  patients  for  a new  type  of  treat- 
ment. In  order  to  help  to  answer  this  question, 
we  embarked  on  the  second  phase  of  our  experi- 
ence by  conducting  a controlled  experiment. 

Forty-two  volunteers,  none  of  whom  had  re- 
ceived acupuncture  previously,  and  all  of  whom 
were  suffering  with  bursitis  or  tendonitis  of  the 
shoulder  were  solicited  through  a newspaper 
advertisement.  All  had  had  pain  in  the  shoulder 
for  some  time  and  all  were  free  of  any  systemic 
inflammatory  arthritis.  We  selected  the  shoulder 
for  our  experiment  since  the  results  from  the 
Pain  Control  Center  showed  that  shoulder  pain 
responded  to  acupuncture  the  best  of  any  of  the 
chronic  pain  syndromes  we  encountered. 

Our  total  group  was  divided  into  two  different 
treatment  sub-groups. * One  sub-group  received 
acupuncture  and  one  a placebo  procedure.  All 
subjects  received  three  treatment  sessions  one 
week  apart. 

The  acupuncture  sub-group  was  treated  in  a 
similar  way  to  the  patients  who  received  acu- 
puncture in  the  Pain  Control  Center  clinic.  All 
patients,  however,  were  positioned  so  that  they 
were  lying  on  their  stomach  with  their  heads 
turned  away  from  the  arm  being  treated.  They 
could  not  see  any  of  the  manipulations  with  the 
needles.  Seven  acupuncture  points,  believed  to 
be  helpful  in  treating  shoulder  or  upper  extremity 
pain,  were  used.  These  were  culled  from  the 
Chinese  literature.  The  points  were  located  by 
palpation.  The  area  around  each  point  was  cir- 
cumscribed with  a ballpoint  pen  and  the  immedi- 

*The  total  experimental  design  was  somewhat  more  complicated 
than  this.  A detailed  report  of  the  experiment  appears  in  the 
Annals  of  Internal  Medicine,  April  1976.  The  co-investigator  in 
this  work  was  Stephen  N.  Berk,  Ph.D.,  who  is  currently  at  the 
University  of  Rochester  Medical  Center. 
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ate  skin  surface  cleansed  with  alcohol.  The 
needles  were  then  inserted  one  by  one  to  the 
recommended  depth  for  each  point  and  manipu- 
lated manually. 

In  the  placebo  sub-group  the  patients  were 
positioned  in  the  same  fashion  so  that  they  could 
not  observe  the  needles,  and  the  same  seven 
points  were  /located,  marked,  and  the  skin 
cleansed  with  alcohol.  The  acupuncture  needles 
were  not  inserted,  however.  To  simulate  inser- 
tion, each  needle,  in  turn,  was  pressed  lightly 
against  the  surface  of  the  skin  at  the  acupuncture 
point.  To  simulate  manipulation  the  needle  was 
tapped  repetitively  against  the  skin  surface.  At 
the  end  of  the  treatment  the  needles  were  again 
lightly  pricked  at  each  point  to  simulate  removal. 

Results  of  the  experimental  treatment  were 
assessed  by  an  assistant,  who  did  not  know 
whether  the  patient  had  received  acupuncture 
or  placebo.  She  recorded  the  subject’s  assess- 
ment of  his  shoulder  pain  on  a scale  of  1-10  and 


also  measured  the  range  of  motion  of  the  shoul- 
der. Both  measurements  were  recorded  before 
and  one  week  after  the  treatment  series. 

In  addition  to  these  data,  an  initial  series  of 
tests  was  run  on  each  subject  by  a psychologist 
to  determine  how  hypnotizable  each  patient  ap- 
peared to  be.  The  data  on  hypnotizability  were 
unknown  to  other  members  of  the  research  team 
until  the  experiment  was-  concluded.  At  the  end 
of  the  treatment  sessions  each  patient  answered 
a questionnaire  designed  to  find  out  his  percep- 
tion of  what  had  gone  on  in  the  experiment. 

The  results  were  analyzed  first  to  see  how  suc- 
cessful our  placebo  had  been  as  a sham  treat- 
ment. In  the  post-experiment  questionnaire  the 
patients  were  informed  that  half  had  received 
acupuncture  and  half  an  imitation  of  it.  We  then 
asked  each  patient  to  speculate  concerning  which 
type  of  treatment  he  had  received.  (Table  5) 

Regardless  of  the  actual  treatment  received, 
about  one-third  of  the  patients  believed  that  they 
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TABLE  5 

Extent  to  Which  Patients  in  the  Acupuncture  and  Placebo  Sub-groups  Believed  They  Had  Received 
“Classic  Acupuncture"  vs  “Imitation  Acupuncture” 


Total  Number 

% Believing 

% 

% Believing 

Treatment 

of  Subjects 

“Classic 

“Don’t 

“Imitation 

in  Condition 

Acupuncture” 

Know” 

Acupuncture” 

Acupuncture 

20 

32% 

59% 

9% 

Placebo 

22 

30% 

60% 

10% 

had  received  classic  acupuncture,  whereas  only 
one  in  ten  believed  that  they  had  received  the 
imitation  form.  The  majority  in  each  group  con- 
fessed that  they  had  no  idea  which  type  of  treat- 
ment had  been  given.  Thus,  the  placebo  and 
the  acupuncture  treatments  were  equally  per- 
ceived as  authentic. 

We  then  looked  at  the  results  of  treatment 
comparing  pain  scores  before  and  after  therapy. 
A majority  of  the  total  group,  69%,  claimed  to 
have  less  pain  following  treatment,  and  this 
difference  between  pain  scores  before  and  after 
treatment  was  statistically  significant.  However, 
there  was  no  difference  between  acupuncture 
and  placebo  in  this  respect.  Both  sub-groups 
were  equally  improved. 

Table  6 looks  at  these  same  data  in  a slightly 
different  way.  It  asks  for  each  sub-group  by 
what  percentage  the  post-treatment  pain  rating 
improved  over  the  pre-treatment  pain  reading. 
Again,  there  is  no  statistically  significant  differ- 
ence between  the  acupuncture  and  placebo 
groups;  what  slight  difference  there  is  actually 
goes  in  an  unexpected  direction.  The  placebo 
group  had  a somewhat  larger  improvement  in 
pain  rating  than  the  acupuncture  group. 

Although  the  majority  of  patients  in  both 


TABLE  6 

Improvement  in  Shoulder  Discomfort:  Comparing 
Acupuncture  and  Placebo  Experimental  Sub-groups 


Average  % 
Post-treatment 

Acupuncture 

Placebo 

Rating  Improved 
over  Pre-treatment 

23% 

39% 

CN 

CM 

II 

z 

o 

CM 

II 

z 

groups  claimed  some  degree  of  pain  relief,  there 
was  no  significant  change  in  range  of  motion  at 
the  shoulder  following  treatment.  The  acupunc- 
ture and  placebo  group  were  similar  in  this  re- 
gard. 

Many  observers  have  suggested  that  there  is 
some  relationship  between  acupuncture  and  hyp- 
nosis, and  we  therefore  looked  next  to  see 
whether  our  scores  of  hypnotizability  were  re- 
lated to  the  results  of  treatment.  Although  there 
was  no  overall  correlation  between  susceptibility 
to  hypnosis  and  change  in  pain  scores  with  treat- 
ment, there  was  a slight  suggestion  of  a relation- 
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ship.  At  least  the  highest  degrees  of  pain  relief 
tended  to  be  achieved  by  those  who  were  sus- 
ceptible to  hypnosis. 

The  average  per  cent  improvement,  as  well  as 
the  number  of  subjects  claiming  60%  or  greater 
pain  relief,  increased  as  the  amount  of  hypnotiza- 
bility  increased.  (Table  7) 

TABLE  7 

Experimental  Improvement  in  Shoulder  Discomfort 
as  a Function  of  Hypnotic  Susceptibility 
Those 


Total 

Average  % 

Claiming 

Hypnotic 

Number  Improvement 

> 60% 

Susceptibility 

in  Group  in  Discomfort  Improvement 

Little  or  None 

14 

29% 

21  % 

Slight  to 

Moderate 

13 

37% 

38% 

Marked 

15 

55% 

40% 

What  do  these  experimental  findings  mean? 
We  believe  they  indicate  that  what  we  had  pre- 
viously thought  was  a successful  new  treatment 
may  only  be  a placebo  effect.  The  sham  pro- 
cedure was  just  as  successful  as  the  real  treat- 
ment; the  patients  claimed  pain  relief,  but  there 
was  no  objective  change;  and  the  results  seemed 
in  part  related  to  how  hypnotizable  the  patients 
appeared  to  be. 

Despite  these  data,  we  do  not  claim  that  we 
have  definitely  discredited  acupuncture.  Our 
experimental  study  might  be  criticized  on  the 
basis  that  less  than  expert  acupuncture  was  be- 
ing performed.  In  addition,  there  are  those 
critics  who  will  say  that  our  sham  procedure  was 
not  really  a sham  procedure  but  was  actually,  in 
itself,  a form  of  acupuncture.  Some  proponents 
of  acupuncture  do  not  use  needles  but  merely 
press  points  on  the  skin  with  their  fingers,  and 
it  may  be  that  our  sham  procedure  was  related  to 
this  technique. 

Until  those  who  advooate  acupuncture  can 
produce  some  experimental  evidence  in  its  favor, 
however,  we  at  Temple  University  Hospital  will 
remain  unconvinced  that  acupuncture  involves 
anything  other  than  psychological  effects.  Be- 
cause of  this  we  are  no  longer  using  acupuncture 
as  one  of  the  modalities  of  treating  chronic  pain. 


Since  acupuncture  continues  to  be  used  by 
others,  however,  and  since  physicians  are  con- 
tinually being  asked  by  their  patients  about  the 
advisability  of  trying  acupuncture  in  the  treat- 
ment of  chronic  pain,  I would  like  to  conclude 
with  the  following  words  of  advice  based  on  our 
experience. 

1.  Make  a careful  diagnosis  of  the  pain  prob- 
lem first.  Before  employing  any  symptomatic 
treatment,  we  must  rule  out  lesions  for  which 
definitive  treatment  is  available.  It  is  not  enough, 
for  example,  to  say  the  patient  has  arthritis.  One 
must  know  what  kind  of  arthritis.  There  is 
definitive  treatment  for  gout.  The  diagnosis  of 
pulmonary  hypertrophic  osteoarthropathy  de- 
mands an  immediate  search  for  an  underlying 
malignancy.  Acupuncture  has  no  role  to  play 
in  suoh  patients. 

2.  Conventional  therapy  should  be  tried  first. 
Giving  p.o.  aspirin  may  be  a lot  more  convenient 
than  therapy  that  requires  repeated  office  visits, 
and  a single  cortisone  shot  may  be  as  effective 
as  several  lengthy  acupuncture  treatments  span- 
ning several  days. 

3.  Remember,  there  are  contraindications  to 
using  acupuncture.  It  should  not  be  used  in 
patients  with  bleeding  tendencies  or  increased 
susceptibility  to  infection.  Electrical  acupuncture 
should  not  be  given  to  a patient  who  has  a 
oardiac  pacemaker. 

4.  Remember  that  acupuncture  is  relatively 
harmless  in  comparison  with  almost  any  other 
treatment  of  musculoskeletal  pain.  That  assumes, 
of  course,  that  the  acupuncturist  is  a licensed 
physioian. 

5.  Be  alert  for  real  experimental  evidence  con- 
cerning acupuncture.  If  you  intend  to  recomend 
it  for  your  patient,  you  owe  it  to  yourself  to  see 
whether  anything  other  than  unsubstantiated 
claims  for  its  suocess  will  be  forthcoming. 
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THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOUANDYOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
Ads  of  scrutiny.  Your  control  over  patient  therapy  is 
fing  monitored,  judged  and  occasionally  abrogated, 
•metimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
Dnship  between  you  and  your  patient  will  be  weakened, 
ithout offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
gulations  or  professional  custom  stipulate  that  your 
Dn-generic  prescriptions  be  filled  with  the  precise  prod- 
:ts  you  prescribe.  But  in  the  last  five  years,  a dozen  or 
ore  State  laws  have  been  changed,  permitting  the  phar- 
acist  in  most  cases  to  select  a product  of  the  same 
neric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
cen  place  against  a background  of  growing  evidence 
at  purportedly  equivalent  drug  products  may  be  in- 
uivalent,  since  neither  present  drug  standards  nor  their 
forcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
s not  enforced  the  same  standards  for  hundreds  of 
ollow-on”  products  that  it  had  applied  to  the  original 
DA  approvals.  Thus  physician  control  over  patient 
erapy  is  being  eroded  with  a risk  that  patients  may  be 
posed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
escription  prices  for  consumers.  Yet  no  documentation- 
: any  significant  savings  has  been  produced. 


MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
Federal  regulation  designed  to  cut  the  Government’s 
ug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
ledicare  and  Medicaid  patients.  Unless  the  prescriber 
rtifies  on  the  prescription  that  a particular  product  is 
tedically  necessary,  the  Government  intends  to  pay  only 
>r  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street, N.W,  Washington,  D.C.  20005 


TOBRAMYCIN -A  BRIEF  REVIEW 
OF  WORLDWIDE  EXPERIENCE 


Colin  F.  Speirs,  M.B.,  Ch.B. 


Introduction 

Tobramyoin  is  a basic,  water  solube  amino- 
glycoside antibiotic  which  is  closely  related  to 
streptomycin,  neomycin,  gentamicin,  and  par- 
ticularly kanamycin.  It  is  one  of  a group  of 
compounds  obtained  from  a culture  of  Strepto- 
myces  tenebrarius  and  was  formerly  known  as 
nebramycin  factor  6.  The  commercially-avail- 
able  form  is  Tobramycin  Sulphate  Injection 
(Nebcin,  Lilly). 

Clinical  trials  commenced  in  the  United  States 
in  1970  and  were  extended  worldwide  in  1972. 
During  1974,  tobramycin  became  available  com- 
mercially in  Spain,  France,  Mexico,  South  Africa, 
Denmark,  the  United  Kingdom,  and  Switzerland. 
It  was  marketed  in  the  United  States  in  1975 
following  its  introduction  in  West  Germany  and 
Canada. 

Bacteriology 

Tobramyoin  is  generally  active  in  vitro  against 
the  following  organisms:  Escherichia  coli,  Kleb- 
siella-Enterobacter-Serratia  group,  Pseudomonas 
aeruginosa,  Proteus  sp.  (indole  positive  and  nega- 
tive), Providencia  sp.,  Citrobacter  sp.,  and 
staphylococci  including  Staphylococcus  aureus. 
Some  strains  of  Group  D streptococci  may  be 
sensitive.  Its  in  vitro  activity  against  most  organ- 
isms is  similar  to  that  of  other  aminoglycoside 
antibiotics,  but  it  has  two  to  four  times  greater 
activity  against  Pseudomonas  aeruginosa  than 
gentamicin.1 

The  constituents  and  pH  of  media  influence 
the  in  vitro  response  of  some  organisms  to  the 
action  of  tobramycin.  In  particular,  the  presence 
of  the  divalent  cations  Cad — \~  and  MgH — |- 
causes  a significant  decrease  in  the  apparent  in 
vitro  activity  of  tobramycin  against  Pseudomonas 
aeruginosa.  Inoculum  size  variations  cause  only 
moderate  changes  in  the  minimum  inhibitory 
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concentration  ( MIC ) . Tobramycin  is  usually  bac- 
tericidal against  susceptible  bacteria  at  concen- 
trations equal  to,  or  two  to  four  times  higher 
than,  the  MIC.  When  tested  with  human  serum 
in  dialysis  chambers  for  24  hours,  it  is  not  pro- 
tein-bound. A synergistic  effect  may  be  obtained 
against  Pseudomonas  aeruginosa  with  tobramycin 
and  carbenicillin. 

Animal  Toxicology 

Tobramycin  produces  toxic  effects  typical  of 
those  seen  with  aminoglycoside  antibiotics.  Its 
margin  of  safety  is  similiar  to  that  of  gentamicin.2 
Prolonged  or  high  dosage  to  dogs  causes  renal 
changes  ranging  from  slight  reparative  nephrosis 
to  frank  renal  tubular  necrosis.  Administration 
of  high  or  prolonged  dosage  to  guinea  pigs  causes 
impairment  of  vestibular  and  auditory  function 
which  is  less  than  with  comparable  doses  of 
gentamicin.3  Neuromuscular  blocking  activity 
of  tobramycin,  gentamicin,  and  neomycin  as- 
sessed by  the  decrease  in  soleus  twitch  force  in 
cats  showed  tobramycin  to  have  the  least  block- 
ing effect. 

Clinical  Pharmacology 

Tobramycin  like  all  aminoglycoside  antibiotics 
is  poorly  absorbed  from  the  gastrointestinal  tract 
and  for  systemic  effect  must  be  administered 
parenterally.  Mean  peak  serum  concentrations 
after  intramuscular  injection  of  50,  75  and  100 
mg  occur  at  30-60  minutes  and  range  from  3.3- 
6.3  mcg/ml  in  normal  adults.  Thereafter  serum 
levels  decline  steadily  to  less  than  1 mcg/ml  at 
8 hours.  Repeated  injections  of  100  mg  8 hourly 
intramuscularly  for  ten  days  produce  no  evidence 
of  accumulation  in  patients  with  normal  renal 
function.  Time  to,  and  height  of,  peak  serum 
levels  with  intravenous  administration  depend 
on  the  rate  of  injection.  If  administered  over 
one  hour,  the  mean  serum  level  is  comparable  to 
that  which  follows  an  intramuscular  injection. 

Tobramycin  is  excreted  unchanged  almost  ex- 
clusively by  glomerular  filtration.  Variable  re- 
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suits  have  been  reported  for  urine  concentrations 
and  percentage  recovery  of  tobramycin.  Such 
differences  are  probably  due  to  variations  in 
urine  pH  which,  despite  dilution  of  the  urine, 
can  influence  the  microbiological  assay.  In  gen- 
eral, however,  drug  concentration  is  maximal 
within  three  hours  of  administration,  and  clini- 
cally significant  levels  might  persist  for  up  to  12 
hours. 

The  serum  half-life  of  tobramycin  in  an  adult 
with  normal  renal  function  is  around  two  to  three 
hours,  but  in  anephric  patients  it  is  more  than 
two  days.  Peritoneal  dialysis  will  remove  up  to 
25%  of  the  administered  dose,  and  a 12-hour 
hemodialysis  will  remove  up  to  70%.  The  half- 
life  may  be  up  to  six  hours  in  babies  aged  one 
week  or  less.  Estimates  of  the  volume  of  dis- 
tribution of  tobramycin  have  ranged  from  11.7- 
27.9  litres.  Tobramycin  has  been  detected  in 
abscess  fluid,  bile,  pleural  fluid,  sputum,  and 
synovial  fluid  of  patients.  Serum  levels  in  aborted 
fetuses  may  be  20%  of  the  maternal  serum  levels. 

Clinical  Assessment 

Between  1970  and  mid-1975,  the  efficacy  and 
safety  of  tobramycin  were  assessed  by  over  100 
investigators  in  2789  patients.  There  was  a core 
clinical  trial  protoool  to  ensure  that  all  case  re- 
! ports  conformed  to  certain  criteria  which  made  it 
possible  to  pool  data  for  computer  analysis.  Ef- 
ficacy  was  assessed  according  to  bacteriological 
and  clinical  information.  Except  where  other- 
jj  wise  stated,  the  following  minimal  evaluabihty 
criteria  were  applied  to  all  case  reports: 

a)  Pre-therapy  identification  of  a tobramycin- 
sensitive  organism  from  an  appropriate 
source. 

b)  No  other  antibiotic  administered  concomi- 
tantly with  tobramycin  or  given  during 
four  days  prior  to  tobramyoin  except  in 
cases  of  treatment  failure  with  another 
drug. 

c)  Dose  of  tobramycin  2-5  mg/kg/day  given 
five  days. 

as  three  equally  divided  doses  for  at  least 

d)  Post-therapy  culture. 

e)  Clinical  assessment  reported  by  the  inves- 
tigator. 

Patients  were  excluded  from  the  assessment  of 


drug  efficacy  if  data  were  incomplete  or  if  there 
had  been  significant  deviations  from  the  protocol 
particularly  in  relation  to  dosage.  The  safety  of 
tobramycin  however,  was  assessed  in  2789  pa- 
tients because  all  had  been  exposed  to  it. 

The  organisms  isolated  from  patients  were 
Pseudomonas  aeruginosa,  E.  coli,  Klebsiella  sp., 
Enterobacter  sp.,  Serratia  sp.,  Proteus  sp.  ( indole 
positive  and  negative),  Providencia  sp.,  Citro- 
bacter  sp.,  Staph,  aureus,  and  Group  D strepto- 
cocci. Details  of  the  organisms  isolated  from 
different  infection  sites  have  been  reported  for 
a slightly  smaller  number  of  patients.4 

Urinary  Tract  Infections 

Three  hundred  forty-eight  patients  had  acute 
or  chronic  pyelonephritis,  acute  or  chronic  cys- 
titis, and  other  unspecified  urinary  tract  infec- 
tions. All  patients  had  significant  bacteriuria 
(>105  organisms/ml  of  urine)  prior  to  therapy. 
Cultures  were  repeated  during  treatment  and 
within  five  to  14  days  of  stopping  tobramycin. 
Three  hundred  thirty-three  patients  (96%)  had 
a sterile  urine  on  completion  of  treatment.  Dur- 
ing follow-up,  68  patients  had  a further  infec- 
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tion,  and  at  least  36  were  infected  by  a different 
organism.  An  additional  34  patients  had  asymp- 
tomatic baeteriuria  associated  with  underlying 
abnormalities  such  as  paraplegia  or  bladder 
tumors.  All  had  a sterile  urine  during  treatment, 
but  seven  had  a recurrence  shortly  after  stopping 
tobramycin. 

Respiratory  Tract  Infections 

The  diagnosis  was  made  from  the  clinical 
features,  chest  X-ray,  and  when  possible  by  a 
sample  of  sputum,  bronchial  aspirate,  or  abscess 
material.  It  was  not  usually  possible  to  obtain 
such  samples  from  children  aged  two  years  or 
less,  and  the  diagnosis  was  made  according  to 
the  clinical  features. 

Bronchopneumonia,  pneumonia,  and  empyema 
were  diagnosed  in  .52  adults,  26  of  whom  also 
had  other  conditions  such  as  chronic  bronchitis, 
emphysema,  cor  pulmonale,  and  cystic  fibrosis. 
Treatment  was  successful  in  40.  Forty-three  chil- 
dren had  similar  infections,  and  in  six  there  were 
underlying  conditions  such  as  asthma  and  cystic 
fibrosis.  Treatment  was  successful  in  40.. 
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In  12  children  and  adults,  cystic  fibrosis  was 
the  most  important  underlying  condition;  nine 
had  a good  clinical  response  although  the  infect- 
ing organism  was  not  eliminated. 

Four  adults  had  acute  bronchitis,  and  11  chil- 
dren had  bronchiolitis.  Treatment  was  success- 
ful in  two  adults  and  ten  children. 

Intra-abdominal  Infections 

There  were  31  adults  and  children  with  peri- 
tonitis, three  children  with  enteritis,  and  one 
adult  with  cholangitis.  Bacterial  cultures  were 
prepared  from  peritoneal  fluid,  stool,  or  bile. 
Treatment  was  successful  in  12  out  of  12  chil- 
dren and  17  out  of  23  adults.  The  six  adults 
who  failed  to  respond  to  tobramycin  had  intra- 
abdominal abscesses  which  required  additional 
surgical  drainage. 

Septicemia 

Fifty-four  patients  had  either  proven  or  sus- 
pected septicemia.  No  organism  was  cultured 
from  the  blood  of  21  infants,  but  the  investigator 
considered  that  the  clinical  features  were  those 
of  septicemia.  Treatment  was  successful  in  43 
of  46  children  aged  one  year  or  less  and  in  seven 
out  of  eight  adults  and  older  children.  Twenty- 
nine  additional  babies  received  concomitant  ther- 
apy with  one  or  more  additional  antibiotics. 
These  patients  were  not  excluded  from  the  analy- 
sis because  the  antibacterial  spectrum  of  the 
additional  antibiotics  differed  from  that  of  tobra- 
mycin and  because  treatment  was  initiated  in 
seriously  ill  babies  before  an  organism  was  iso- 
lated. The  additional  antibiotics  were  most  com- 
monly benzyl-penicillin,  ampicillin,  carbenicillin, 
cephalothin,  colistin,  or  lincomycin.  Treatment 
was  successful  in  28  of  these  29  patients. 

Skin,  Soft  Tissue,  Bone,  and  Joint  Infections 

There  were  95  patients  with  conditions  such 
as  pyoderma,  subcutaneous  abscesses,  infected 
wounds,  and  burns.  The  diagnosis  was  confirmed 
by  culture  of  pus  or  by  direct  swabbing  of 
lesions.  Tobramycin  therpay  was  successful  in 
69  out  of  82  adults  and  all  of  13  children. 

In  patients  with  acute  osteomyelitis  from  whom 
specimens  of  pus,  bone  lesions,  or  blood  could 
be  collected,  pre-therapy  culture  of  the  pathogen 
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and  diagnostic  X-rays  were  required.  Only  a 
pre-treatment  culture  of  pus  was  necessary  from 
patients  with  chronic  osteomyelitis.  Six  patients 
had  acute  and  12  had  chronic  osteomyelitis. 
Pseudomonas  aeruginosa  was  the  organism  most 
commonly  isolated  from  both  categories.  Treat- 
ment was  successful  in  12  patients.  The  organ- 
isms isolated  from  the  six  treatment  failures 
were  Pseudomonas  aeruginosa  (2),  Staph,  aureus 
(2),  Enterobacter  sp.  (1),  and  multiple  organ- 
isms (1). 

One  patient  with  a Staph,  aureus  arthritis 
failed  to  respond. 

Adverse  Reactions 

The  clinical  investigator  decided  whether  or 
not  adverse  reactions  ( including  abnormal  labor- 
atory findings)  were  related  to  tobramycin  ther- 
apy. Case  reports  were  assessed  for  2789  pa- 
tients, and  tobramycin-related  abnormalities  oc- 
curred in  93  (3.3%).  Renal  abnormalities  were 
commonest  at  1.3%,  the  main  feature  being  evi- 
dence of  nitrogen  retention.  Albuminuria  and 
renal  casts  were  rarely  noted.  Local  reactions 
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such  as  pain  and  induration  at  the  site  of  intra- 
muscular injection  and  thrombophlebitis  related 
to  intravenous  infusions  occurred  in  0.7%. 
Eighth  cranial  nerve  abnormalities  were  noted 
in  0.6%.  Seven  patients  experienced  vestibular 
manifestation  such  as  dizziness,  ataxia,  nystag- 
mus, and  vertigo,  and  a further  seven  had  audi- 
tory features  such  as  hearing  impairment  and 
tinnitus.  Three  additional  patients  had  both 
vestibular  and  auditory  abnormalities.  Hyper- 
sensitivity reactions,  particularly  urticaria  and 
maculopapular  rashes,  were  noted  in  0.6%. 
Minor  changes  in  serum  transaminases  suggestive 
of  hepatotoxicitv  were  observed  in  0.3%.  No 
patient  experienced  neuromuscular  blockade. 

Renal  and  eighth  cranial  nerve  abnormalities 
were  most  commonly  associated  with  a dose  of 
tobramycin  in  excess  of  5 mg/kg/day  or  pro- 
longation of  therapy  beyond  ten  days.  Other 
factors  which  might  be  important  were  pre-exist- 
ing renal  or  aural  disease  and  previous  or  con- 
comitant therapy  with  other  potentially  nephro- 
toxic and/or  ototoxic  drugs,  eg,  alternative 
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aminoglycoside  antibiotics  or  diuretics  such  as 
furosemide  and  ethacrynic  acid.  The  risk  of 
nephrotoxicity  when  tobramycin  was  given  in 
combination  with  a cephalosporin  oould  not  be 
assessed. 

Discussion 

Worldwide  clinical  trials  have  shown  tobra- 
mycin to  be  effective  in  the  treatment  of  sepsis 
caused  by  a wide  range  of  organisms  and  in  par- 
ticular, Pseudomonas  aeruginosa.  It  was  of  value 
in  treating  infections  of  the  urinary  tract,  the 
respiratory  system  including  cystic  fibrosis,  skin, 
soft  tissues,  and  bones  and  also  in  the  manage- 
ment of  intra- abdominal  infections  and  septi- 
cemia. 

Comparative  animal  toxicological  studies  have 
demonstrated  that  tobramycin  is  less  ototoxic 
than  gentamicin.  Comparative  data  are  not 
available  for  man.  It  may,  however,  be  signifi- 
cant that  the  incidence  of  ototoxicity  in  this  large 
series  of  tobramyoin-treated  patients  was  0.6% 


whereas  in  a critical  appraisal  of  treatment  with 
gentamicin,  a figure  of  about  2%  was  suggested.5 

Tobramycin  was  well  tolerated  by  adults  and 
children  with  normal  renal  function  who  received 
2-5  mg/kg/day  as  three  equally  divided  doses 
for  up  to  ten  days.  (Babies  aged  one  week  or 
less  should  have  a maximum  dose  of  4 mg/kg j 
day  as  two  equally  divided  doses.)  Nevertheless, 
because  of  the  possibility  of  oto-  and  nephro- 
toxicity, renal  and  eighth  nerve  function  should 
be  monitored.  Situations  which  predispose  to 
tobramycin  adverse  reactions  can  be  anticipated, 
and  when  possible,  corrective  steps  should  be 
taken.  Unrealistic  fear  of  adverse  reactions  might 
lead  to  underdosage  in  patients  with  fife 
threatening  infections. 

Dosage  adjustment  is  required  for  patients 
with  pre-existing  renal  impairment.  Because  to- 
bramycin is  excreted  almost  exclusively  by  glo- 
merular filtration,  the  serum  half-life  is  propor- 
tional to  the  serum  creatinine.  Following  a 
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loading  dose  of  1 mg/kg,  subsequent  dosage  may 
be  calculated  in  either  of  two  ways.6  The 
standard  dose  based  on  the  patient’s  body  weight 
divided  by  the  patient’s  serum  creatinine  is  the 
dose  to  be  given  8-hourly.  Alternatively,  the 
standard  dose  may  be  given  at  prolonged  inter- 
vals. The  time  in  hours  is  calculated  by  multi- 
plying the  patient’s  serum  creatinine  by  six. 
Other  formulae  and  nomograms  are  also  avail- 
able. Their  accuracy  depends  on  stability  of  the 
patient’s  renal  function;  thus  if  there  is  any 
doubt,  serum  levels  of  tobramycin  should  be 
monitored  and  sustained  levels  > 12ug/ml  should 
be  avoided. 

Summary 

Comments  are  made  on  the  antibacterial  ac- 
tivity, animal  toxicology,  and  clinical  pharma- 
cology of  tobramycin.  The  assessment  of  efficacy 
and  safety  is  reported  for  2789  patients  who  took 
part  in  worldwide  clinical  trials. 

Tobramycin  was  effective  in  the  management 
of  infections  of  the  urinary  tract,  respiratory  sys- 
tem, skin,  soft  tissue,  and  bones  and  also  in 
septicemia  and  intra-abdominal  infections.  It 
was  of  value  in  infections  caused  by  Pseudo- 
monas aeruginosa.  Adverse  reactions  were  similar 
to  those  seen  with  other  aminoglycoside  anti- 
biotics. 

Conclusions 

Tobramycin  appears  to  be  a useful  new  anti- 
biotic particularly  in  the  treatment  of  infections 
due  to  Pseudomonas  aeruginosa.  Clinical  evi- 
dence suggests  that  it  might  be  slightly  less  toxic 
than  other  aminoglycoside  antibiotics.  World- 
wide clinical  trials  are  still  progressing,  and  the 
experience  gained  will  be  reported  from  time  to 
time. 
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MESROP  A.  TARUMIANZ,  M.D. 

Dr.  Mesrop  Alexis  Tarumianz  died  May  26, 
1976  at  age  90. 


He  came  to  the  United  States  in  1911,  how- 
ever, and  married  Sonia  Robus  on  his  26th  birth- 
day. She  died  December  7,  1970. 


An  early  pioneer  in  mental  health,  Doctor 
Tarumianz  came  to  Delaware  in  1918  on  a tem- 
porary basis  as  a psychiatrist  at  the  Delaware 
State  Hospital  and  remained  for  50  years,  35  as 
superintendent. 

A prominent  personality  in  the  American  Psy- 
ohiatric  Association,  he  was  also  superintendent 
of  the  Governor  Bacon  Health  Center  at  Dela- 
ware City  and  the  Hospital  for  the  Mentally  Re- 
tarded near  Georgetown.  He  was  also  the  state 
psychiatrist  and  director  of  the  state’s  Mental 
Hygiene  Clinics. 


At  the  beginning  of  World  War  I he  returned 
to  serve  in  the  Russian  army  and  was  wounded 
on  the  east  German  front. 

His  administration  of  the  State  Hospital  and 
later  the  other  facilities  was  characterized  at 
times  by  a strong  hand  and  a velvet  glove.  After 
World  War  II,  he  opened  the  Governor  Bacon 
Health  Center  in  1948  and  created  a new  era  for 
the  care  of  the  mentally  retarded.  He  eventually 
was  responsible  for  the  development  of  what  is 
now  the  Mental  Health  Association  of  Dela- 
ware. 


He  officially  severed  connections  with  the  state 
on  July  1,  1964  but  continued  his  psychiatric 
practice  on  a limited  basis.  Later,  he  and  his 
wife  moved  to  a retirement  home  near  Milford. 

He  attended  the  college  of  Elizabethpol,  hav- 
ing been  born  in  that  city  of  Mother  Russia  in 
1885,  but  after  two  years  at  the  college  of  Eliza- 
bethpol, he  transferred  to  the  University  of  Ber- 
lin. He  returned  to  Tiflis  in  Georgia,  now  part 
of  the  Soviet  Union,  to  praotice  psychiatry.  At 
that  time  he  also  joined  a Russian  reserve 
regiment  as  a medical  officer. 


The  House  of  Reprensentatives  of  the  State 
of  Delaware,  the  128th  General  Assembly, 
Second  Session,  1976,  in  House  Resolution  No. 
154,  expressed  sorrow  at  his  passing  and  made  ' 
mention  of  his  leadership  in  the  development  of 
psychiatric  medicine. 

He  is  survived  by  one  son,  Alexis,  who  for 
many  years  was  business  manager  of  the  Dela- 
ware State  Hospital.  There  are  also  two  grand- 
children and  two  great-grandchildren  surviving. 

Charles  M.  Bancroft,  M.D. 


M.  A.  TARUMIANZ,  M.D. 

In  1960  the  bronze  bust  of  Dr. 
Tarumianz  was  presented  to  the 
Hospital  for  the  Mentally  Retarded 
at  Stockley  as  a tribute  to  his 
more  than  40  years  of  service  to 
the  State  as  a psychiatrist  and 
psychiatric  institutional  executive. 


474 


Del  Med  Jrl,  Aug  1976 — Vol  48,  No  8 


Are  you  a physician  ora  businessman? 


iil:  Sometimes  you  wonder. 

) Because  it  seems  the  more  successful  you  get, 
le  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
lccessful  physicians  are  finding  Air  Force 
.edicine  increasingly  attractive. 

| It  offers  an  opportunity  to  practice  health 
lire  at  its  professional  and  innovative 
sst  without  worrying  about  the  details  of  sup- 
ies,  equipment,  or  the  patient’s  ability  to  pay 
•r  treatment.  It  offers  the  opportunity  to  ex- 
and  your  individual  ability  through  compre- 
ensive  educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
nancial  security.  It  offers  30  days  of  paid 
acation  each  year  with  the  opportunity  to 
•avel  to  Europe,  Asia,  and  other  parts  of  the 
orld.  Plus  the  chance  to  spend  time  with 
our  family. 

The  Air  Force  offers  physicians  the  opportu- 
ty  to  practice  the  most  sophisticated  of  health 
.re.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  Medical  Recruiting  Team 
Suite  730,  Executive  Office  Bldg. 

2201  Rte.  No.  38,  Cherry  Hill  NJ  08034 
Phone:  (609)  667-9208/667-9268 

. Name  /.  - J.;:-;.  ’ ■ :v  ■ . '3* 

Address  - - : 1 1 . ' ' ' 1 ' 

City 

State Zip 

Telephone 

Medicine.Not  Business. 
Air  Force  Physician 


Deaths 


MARJORIE  J.  McKUSICK,  M.D. 

Marjorie  Jane  McKusick,  M.D.  died  June  22, 
1976,  after  a long  illness  at  the  age  of  53.  A 
pediatrician  in  private  practice  for  many  years, 
in  1974  she  became  Director  of  the  Student 
Health  Services  at  the  University  of  Delaware. 
She  is  also  credited  with  the  development  of 
DAPI,  Delaware  Adolescent  Program,  Inc.,  a 
comprehensive  program  for  unwed  school-age 
mothers  and  their  children.  Her  particular  con- 
cern related  to  the  health  care  needs  of  adoles- 
cents. She  served  as  Director  of  the  Wilming- 
ton Medical  Center’s  clinic  for  adolescents  for 
three  years. 

Although  Director  at  the  University  of  Dela- 
ware Student  Health  Center  for  a short  time, 
she  nevertheless  made  some  beneficial  changes 
in  student  care,  for  example,  a daily  phone  con- 
sultation hour  and  emphasis  on  preventive  health 
measures  such  as  rubella  immunization  for  young 
women,  and  she  emphasized  the  confidentiality 
of  a student’s  visit  to  the  Health  Center  physi- 
cian. 

Dr.  McKusick  graduated  from  Harvard  Medi- 


cal School  in  1949.  She  served  her  internship 
and  residency  respectively  at  Philadelphia  Gen- 
eral Hospital  and  at  Babies  Hospital,  Columbia 
Presbyterian  Medical  Center  in  New  York  City. 

Dr.  McKusick  had  been  active  in  many  ca- 
pacities in  the  Medical  Sooiety  of  Delaware.  She 
had  served  on  the  Public  Laws  Committee  since 
1969  and  was  a member  of  the  Board  of  Trustees 
at  the  time  of  her  death. 

Surviving  family  members  are  her  husband, 
Dr.  Blaine  C.  McKusick;  three  children:  Marshall 
Kirk,  a graduate  student  at  the  University  of 
California  at  Berkeley,  James  Chase,  a sopho- 
more at  Dartmouth  College  in  Hanover,  New 
Hampshire,  and  Kathleen  Blaine,  a senior  at 
Wilmington  Friends  School;  and  a sister,  Dr. 
Kathleen  Wendell  of  Pottstown,  Pennsylvania. 

Her  intensity  but  gentleness  of  service  to  the 
patient,  her  ready,  keen  wit,  her  poise  and  na- 
tural manner  combined  with  her  analytical  skill 
in  diagnosis,  made  her  respected  by  both  friend 
and  patient  and  loved  by  her  family. 

Charles  M.  Bancroft,  M.D. 
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Try  the  thrill  of  a luxury  car  that  is  fun  to  drive — automatic 
or  four-speed.  Nothing  short  of  outstanding  in  handling 
and  performance  on  a bumpy,  curvy  road  or  on  the 
open  highway. 

UNION  PARK-THE  EXCLUSIVE 
DELAWARE  BMW  DEALER 

Call  our  BMW  Specialist  and  he'll  bring  the  car  to  your 
home  or  office  for  a test  drive. 


SPECML  OFFER 

Well  donate  $100.00  to  your  favorite  charity 
when'you  purchase  a BMW  from  us.  Offer 
good  with  this  ad  until 

September  30,  1976. 


UNION 

PARK 


PONTIAC 

BMW 

HONDA 


PENNA.  AVE.  & DUPONT  ST.,  WILMINGTON  658-7245 


'QditoriaU 


MARJORIE  JANE  McKUSICK,  M.D.  1923-1976 

Among  Jerry  McKusick’s  numerous  activities 
in  the  medical  community  was  membership  on 
the  Editorial  Board  of  this  journal  to  which  she 
was  also  a regular  contributor.  The  article  by 
her  in  this  issue  will,  of  course,  be  her  last.  As 
such,  it  is  especially  appropriate  that  in  it  she 
discussed,  in  her  usual  unsentimental  and  direct 
fashion,  a contemporary  health  problem  of  young 
people. 

Jerry  spent  much  of  her  incredible  energy  in 
direct  efforts  to  improve  the  health  status  of 
children  and  adolescents,  particularly  the  under- 
privileged. She  has  a noblesse  oblige  about  the 
duty  of  physicians  to  work  to  improve  the  health 
care  of  the  under-served.  She  believed,  as  Emer- 
son said,  that  “inaction  is  cowardice,”  and  ap- 
propriate behavior  is  “to  defer  never  to  popular 
ories.”  I remember  well  her  telling  me  that 
DAPI,  the  Delaware  Adolescent  Program  which 
she  founded,  had  its  inspiration  in  her  sudden 
realization  that  she  was  caring  for  the  children 
of  unwed  young  mothers  who  themselves  some 
14  or  15  years  before  had  also  been  Jerry’s  pa- 
tients as  the  children  of  unwed  mothers. 

The  American  Academy  of  Pediatrics  conferred 
upon  her  its  Grulee  award  at  its  Executive  Com- 
mittee meeting  two  days  before  her  death.  Reso- 
lution No.  175  introduced  into  the  128th  Gen- 
eral Assembly  by  Representative  Marion  Seibel 
on  June  23rd  described  her  as  “leaving  a residue 
of  admiration  and  respect  seldom  achieved  in 
this  life.” 

In  her  memorial  service.  Reverend  Robert  Doss 
of  the  First  Unitarian  Church  where  Jerry  once 
taught  Sunday  School  inoluded  this  poem  by 
D.  H.  Lawrence:  “When  the  ripe  fruit  falls,  its 
sweetness  distills  and  trickles  away  into  the 
veins  of  the  earth.  When  fulfilled  people  die 
the  essential  oil  of  their  experience  enters  the 
veins  of  living  space  and  adds  a glisten  to  the 
atoms  . . .” 


Our  medical  community  is  the  poorer  for  hav- 
ing lost  her  active  participation  in  so  many  of 
our  affairs. 

B.Z.P. 


m * ss 


TINCTURE  OF  TIME  — 

THE  CURE  FOR  ACUPUNCTURE 

Twenty-five  years  ago,  the  Delaware  Hospital 
was  blessed  with  one  of  the  best  Chief  Medical 
Residents  in  its  history.  On  teaching  rounds, 
when  encountered  by  a difficult  patient  in  whom 
all  modalities  of  therapy  had  appeared  to  fail, 
he  would  comment  “In  this  case,  it  may  be 
necessary  to  resort  to  acupuncture  and  moxi- 
bustion.”  To  the  best  of  my  knowledge,  he  has 
never  resorted  to  the  needling  art  even  during  an 
enforced  tour  of  duty  on  the  Asian  Continent. 
Clairvoyant  as  he  may  have  been,  I doubt  that 
he  ever  anticipated  that  Richard  Nixon’s  1971 
brief  tour  of  China  would  produce  the  tre- 
mendous popularity  of  acupuncture  in  this 
country.  Unfortunately,  it  is  in  just  those  pa- 
tients in  whom  everything  else  has  failed  that 
acupuncture  has  its  greatest  appeal. 

Patients  with  chronic,  painful  disease  (arth- 
ritis, bursitis,  etc.)  for  whom  no  easy  relief  of 
pain  is  obtainable  and  patients  with  poorly  un- 
derstood or  unbeatable  diseases  (obesity,  im- 
potence, deafness,  etc.)  are  (understandably)  in 
search  of  a cure  and  are  likely  to  become  the 
victim  of  the  opportunist  who  uses  a gimmick  to 
promise  a cure,  for  a price. 

This  is  not  to  suggest  that  all  the  practitioners 
of  the  healing  arts  who  have  investigated  and 
utilized  acupuncture  in  the  treatment  of  disease 
have  bilked  the  public,  but  the  tremendous 
clamor  for  acupuncture  treatment  since  1971  has 
called  forth  its  share  of  charlatans. 
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The  federal  government  and  many  states 
moved  rapidly  to  place  controls  on  acupuncture 
so  that  this  art  could  be  studied  in  a reasonable 
manner,  preventing  the  rapid  establishment  of 
acupuncture  clinics  not  necessarily  interested  in 
curing  the  patient.  Unfortunately,  some  states 
did  not  make  such  a move  and,  in  these  areas, 
acupuncture  clinics  blossomed.  The  acupunc- 
turists themselves  have  not  been  the  only  bene- 
factors in  this  tremendous  boom.  Promoters 
sporting  the  proper  background  have  established 
teaching  seminars  in  acupuncture,  usually  of  two 
to  seven  days’  duration,  expensive,  and  convened 
in  exotic  locations.  Attendance  at  one  or  two  of 
these  educational  forums  qualified  the  partici- 
pant for  the  designation  of  “expert  acupunc- 
turist.” Authorities  in  Nevada  found  it  neces- 
sary to  discourage  the  promoters  of  these  acu- 
puncture courses  from  holding  such  seminars  in 
that  state.  Although  the  Nevada  legislature  had 
passed  a law  allowing  qualified  non-medical  acu- 
puncturists to  praotice  the  art,  students  and  pro- 
fessors at  the  acupuncture  courses  were  in  viola- 
tion of  state  law  if  they  did  not  first  obtain  a 
Nevada  license  to  practice  acupunoture. 

Early  on  in  the  years  of  the  acupunoture  fad, 
testimonials  by  patients  who  had  been  relieved 
of  crippling  disease  increased  the  desires  of  other 
sufferers  to  at  least  give  acupunoture  a try.  In 
addition,  the  lay  press  and  even  the  scientific 
literature1  contained  glowing  reports  of  success- 
ful results  from  acupuncture  therapy.  Addition- 
ally, the  acupuncturists  developed  their  own 
“scientific  journals”  to  assure  publication  of  favor- 
able experiences  with  acupuncture. 

However,  as  more  and  more  patients  realized 
that  the  improvement  resulting  from  acupuncture 
therapy  was  short-lived  and,  as  the  results  of 
controlled  studies2'3-4  appeared  in  the  literature, 
the  clamoring  for  acupuncture  therapy  began 
to  subside.  While  some  serious  investigation  of 
acupunoture  as  an  anesthetic  agent  and  as  an 
adjunot  for  the  control  of  pain  continues  to  be 
carried  out,  the  acupuncture  clinics  which  sprung 
up  in  various  areas  of  the  country  are  beginning 
to  close  because  of  the  lack  of  patient  interest. 

Delaware  was  fortunate  that  the  State  Attorney 
General  and  the  Medical  Council  of  Delaware 
(and  its  Ad  Hoc  Committee  on  Aoupuncture) 


IMMEDIATE  OPENING  WITH  DU  PONT 
IN  GLASGOW,  DELAWARE 

MEDICAL 

SUPERVISOR 

OCCUPATIONAL  MEDICINE 

The  position  offers  a professional  man  or 
woman  a wide  range  of  activities.  These  will 
include  medical  treatment,  physical  examina- 
tions, minor  surgery,  and  supervisory  and  ad- 
ministrative responsibilities. 

Advantages  include  regular  office  hours,  an 
attractive  suburban  location,  complete  mod- 
ern medical  facilities,  no  malpractice  insur- 
ance required,  and  vacations  as  part  of  a 
liberal  and  very  complete  company-paid 
benefits  package.  Salary  is  attractive.  Du  Pont 
is  noted  for  leadership  in  industrial  medicine 
programs. 

Interested?  Please  send  curriculum  vitae,  in 
confidence,  to:  Mrs.  Marie  Stewart,  Du  Pont 
Company,  Room  25247,  Wilmington,  Dela- 
ware 19898. 


An  Equal  Opportunity  Employer  M/F 


JOHN  G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 


807  N.  Union  Street 
Wilmington,  Delaware 
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MEDICAL  PLACEMENT 
SERVICE 

• MEDICAL  PERSONNEL 

permanent  and  temporary 

• PRIVATE  DUTY  PERSONNEL 

for  home,  nursing  home,  hospital 

• TRAVEL  ESCORTS 

short  or  long-term  assignments 

658-8995  655-0828 

1 004  W.  24th  Street 
Wilmington,  Delaware  19802 


moved  quickly  to  establish  regulations  controlling 
the  practice  of  acupuncture  in  the  State.  The 
Attorney  General  gave  the  opinion  that  acupunc- 
ture could  only  be  practiced  by  licensed  phy- 
sicians, and  the  Ad  Hoc  Committee  on  Acupunc- 
ture required  that  this  art  be  considered  an 
investigational  tool  with  the  stipulation  that  pa- 
tients give  informed  consent  and  that  acupunc- 
ture be  carried  out  in. some  type  of  controlled 
manner.  While  the  Medical  Council  Acupuncture 
Committee  was  somewhat  frustrated  because  of 
its  inability  to  enforce  all  of  its  recommendations, 
the  Committee’s  activities  were  worthwhile  since 
they  prevented  blatant  abuse  of  acupuncture  in 
Delaware. 

While  many  of  the  individuals  troubled  by  the 
abuse  and  overuse  of  acupuncture  have  worried 
about  proper  control,  the  tincture  of  time  has 
resolved  the  problem.  Acupuncture  is  a thing 
of  the  past.  Now,  back  to  honey  and  vinegar. 

W.J.H. 

MS  * ME 


^ IF  YOUR  PATIENTS  ARE^N 
ON  A RESTRICTED  DIET... 
"WE  CAN  HELP " 


We  have  a large  selection  of 

• LOW  SODIUM  FOODS 

• SUGAR  FREE  FOODS 

• FOODS  FREE  OF  PRESERVATIVES 

• NATURAL  FIBER  FOODS 

• ALLERGY  SUBSTITUTE  FOODS 

• WHEAT  and  DAIRY  FREE  FOODS 


“DR.  T” 

Elsewhere  in  this  issue  is  an  obituary  of  Del- 
ware’s  number  one  psychiatrist.  Dr.  Mesrop  A. 
Tarumianz. 

While  Dr.  Tarumianz  spent  the  greater  part 
of  his  life  in  Delaware  and  his  medical  contri- 
butions were  to  the  State  of  Delaware,  he  was 
international  in  all  meanings  of  the  word.  Dr. 

T’s  friendship  was  prized  by  leading  psychia-  j 
trists,  not  only  of  this  country  but  of  the  world. 

It  was  my  privilege  to  be  editor  of  the  Dela- 
ware Medical  Journal  for  a period  of  ten  years 
while  Dr.  T was  the  Managing  Editor  and  Busi- 
ness Manager.  The  closer  one  became  associated 
with  him,  the  more  respect  he  commanded  and 
deserved. 


NATURE'S  WAY 


NEWARK 
CASTLE  MALL 


737-7986 


N.  WILMINGTON 

MARSH  & SILVERSIDE 


475-5185 


During  and  shortly  following  World  War  II 
while  attending  medical  conferences  in  London, 
I found  myself  in  great  demand  when  it  became 
known  that  I was  from  the  State  of  Delaware; 
psychiatrists  were  eager  to  ask  me  numerous 
questions  about  Delaware  State  Hospital,  an  in- 
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J stitution  enjoying  an  international  reputation  of 
I excellence. 

Dr.  T was  indeed  international,  and  we  are 
proud  that  his  home  was  in  Delaware. 

A.H.C.,  Jr. 

MS  M«  MS 

MEDICAID  INDIGNITY 

On  May  14th,  1976  all  Delaware  ophthalmolo- 
| gists  were  notified  by  the  Division  of  Social 
1 Services  that  “Beginning  July  1st,  1976,  we  will 
I have  a system  of  prior  authorization  for  pay- 
Q ment  under  Medicaid  for  eye  examinations  to 
fc  determine  the  need  for  eyeglasses  ....  If  the 
examination  is  required  for  a routine  eye  refrac- 
I tion  to  determine  the  need  for  eyeglasses,  you 
| should  not  accept  a Medicaid  recipient  unless 
J you  have  received  the  authorization.”  The  hand- 
| writing  on  the  wall  has  become  print  on  the  page. 

An  edict  from  the  Delaware  Department  of 
i Health  and  Social  Services:  You  should  not  ac- 
i cept  a Medicaid  recipient  unless  you  have  re- 

I ceived  the  authorization. 

The  Medical  Program  Consultant  who  initialed 
the  edict  confirmed  my  interpretation.  She  sug- 
gested that  my  office  staff  be  instructed  to  “dis- 

II  creetly”  inquire  whether  any  patient  calling  my 
I office  was  under  Medicaid.  I often  cannot  de- 
I termine  over  the  telephone  whether  a patient’s 


symptoms  are  due  to  refractive  errors  or  some 
“other”  problem  which  Medicaid  refers  to  as  an 
“eye  medical  condition.”  I cannot  expect  my 
non-professional  staff  to  make  these  distinctions. 
The  Medical  Program  Consultant  did  not  offer 
sympathy  for  this  problem,  or  suggestions  about 
how  to  “discreetly  inquire”  about  a patient’s 
ability  to  pay. 

In  the  name  of  easing  entry  into  the  medical 
care  system,  the  government  has  now  made  it 
more  difficult  for  most,  and  impossible  for  some. 
They  have  generated  a system  in  which  too  often 
either  the  patient  will  be  rejected  by  the  phy- 
sician, or  the  physician  will  be  unpaid  for  his 
services.  These  are  not  comfortable  conditions, 
and  they  will  not  serve  to  improve  the  quality 
of  medical  care  in  Delaware.  It  is  of  note  that 
this  is  not  a federal  change,  but  rather  one  initi- 
ated by  the  State  of  Delaware  . . . the  state  that 
started  a nation.  It  is  also  of  note  that  the  Medi- 
caid recipients  in  Delaware  will  not  be  notified 
of  this  ohange,  except  as  they  happen  to  be  in- 
formed of  it  as  they  “stop  in”  to  transact  their 
business  with  the  Division  of  Social  Services,  or 
when  they  contaot  their  eye  doctor. 

So  now  it  has  been  assumed  that  we  will  know 
what  our  patients  need  before  we  examine  them, 
and  we  have  been  ordered  to  ask  whether  a pa- 
tient can  pay  before  we  examine  them,  and 
ordered  to  refuse  to  examine  them  if  the  visit  is 
“unauthorized.” 

S.H.F. 


EXCLUSIVE! 

designer  tennis  fashions  for  men  & women 

WOMEN’S  SIZES  4-20  MENS  SIZES  32-40 

^ ^ “largest  selection  in  town” 

just  tennis  ltd. 

and  you  ...  a perfect  match 

Independence  Mall  Rt.  202  Concord  Pike,  Wilmington  571-1515 

Mon.-FrL  1 0-6  Sat.  10-4  BankAmericard  • Master  Charge  • WSFS 
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Speakers  on  Speakers  for  September,  1976  on  the  Tuesday  radio  program  (11:05  a.m., 

“Ask  the  Doctor”  WDEL)  produced  by  the  Medical  Society  of  Delaware  are:  September  7, 
William  L.  Medford,  Jr.,  M.D.,  Treatment  of  Hearing  Loss;  September  14, 
Charles  M.  Smith,  M.D.,  Abnormal  Bleeding  and  Bruising;  September  21,  Wil- 
liam G.  Slate,  M.D.,  Uterine  Cancer;  September  28,  Garth  A.  Koniver,  M.D., 
Computerized  Tomography. 

in  the  News  William  J.  Holloway,  M.D.  of  Wilmington  has  been  appointed  by  Governor 
Sherman  W.  Tribbitt  to  the  Delaware  Drug  Advisory  Board. 

Ruben  A.  Teixido,  M.D.  of  Wilmington  has  been  elected  President  of  the 
American  Cancer  Society,  Delaware  Division,  Inc.  for  1976-77. 

Judith  G.  Tobin,  M.D.  of  Seaford,  is  the  recipient  of  the  annual  public  adminis- 
tration award  from  the  Delaware  Association  for  Public  Administration.  The 
award  is  given  to  that  Delaware  citizen  whose  contribution  has  been  the  most 
outstanding  to  the  advancement  of  the  soience  and  art  of  public  administration 
in  Delaware.  Dr.  Tobin  was  honored  for  her  administration  of  the  medical 
examiner’s  office  in  Kent  and  Sussex  counties  and  contributions  to  various  medi- 
cal organizations  in  the  state. 


Leukemia  The  Leukemia  Society  of  America  is  offering  post-doctoral  grants  for  medical- 

Research  Grants  scientific  research  in  the  fields  of  leukemia  and  allied  diseases  of  the  blood- 
forming  organs.  For  letters  of  application  contact:  Rose  Ruth  Ellison,  M.D., 
Leukemia  Society  of  America,  Inc.,  211  E.  43rd  Street,  New  York,  New  York 
10017.  Telephone  (212  ) 573-8484.  Deadline  for  filing  of  applications  is  Oc- 
tober 1,  1976. 


Kent  County  A new  Kent  County  Unit  of  the  Delaware  Chapter  of  the  Multiple  Sclerosis 

MS  Office  Society  has  been  formed.  Call  Mrs.  Judy  Junge,  674-4664,  for  information  on 

research  programs,  home  care,  or  patient  service. 


Military  Medical  The  Uniformed  Services  University  of  the  Health  Sciences  will  enroll  its  charter 
School  class  of  medical  students  this  fall.  All  persons  applying  to  the  medical  school 

must  take  the  Medical  College  Admission  Test  (MCAT).  Those  applying  for 
the  class  to  enter  in  September,  1977,  who  have  not  taken  the  MCAT  within  the 
past  three  years  must  do  so  this  fall.  The  1976  MCAT  application  cut-off  date 
is  August  30  for  those  testing  abroad  and  September  3 for  all  others.  For 
information  contact:  Direotor  of  Admissions,  Uniformed  Services  University  of 
the  Health  Sciences,  6917  Arlington  Road,  Bethesda,  Maryland  20014. 


CLINICAL  NOTICES  AND  MEETINGS 

DAFP  Fall  Course  The  Delaware  Academy  of  Family  Physicians  will  sponsor  a Fall  Course  on  ten 
consecutive  Wednesdays,  September  8 through  November  10,  at  St.  Francis  Hospital, 
Wilmington.  The  fee  is  $80.00  for  DAFP  members  and  $90.00  for  non-members.  For 
information  contact:  Anne  Shane  Bader,  Delaware  Academy  of  Family  Physicians, 
1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone  (302)  658-7596. 
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Cancer  Detection  The  first  of  seven  postgraduate  courses  for  1976-77  in  CANCER  DETECTION  IN 

Courses  OFFICE  PRACTICE  will  be  held  at  American  Oncologic  Hospital,  Central  and  Shel- 

mire  Avenues,  Philadelphia,  Pennsylvania,  beginning  September  8.  Each  course  lasts 
five  weeks  and  is  held  on  consecutive  Wednesdays  beginning  at  12:30  p.m.  The  pro- 
gram is  approved  for  20  hours  of  Category  I Credit.  For  information  contact:  Mrs. 
Shirley  Dowburd,  American  Oncologic  Hospital,  Central  and  Shelmire  Avenues,  Phila- 
delphia, 19111.  Telephone  (215)  722-1900. 

Hyperkinesis  Ben  F.  Feingold,  M.D.,  of  the  Kaiser-Permanente  Medical  Center,  will  speak  at  the 

Syndrome  Delaware  Academy  of  Medicine,  Wilmington,  September  13,  8:00  p.m.,  on  the  diet 

Seminar  concept  he  has  developed  for  treating  hyperkinesis  syndrome.  Food  additives  will 

be  discussed  with  a focus  on  food  colors  and  flavors. 

Emotional  Stress  A symposium  on  EMOTIONAL  STRESS,  CORONARY  DISEASE  AND  HYPER- 
Symposium  TENSION  will  be  held  September  12-14  in  Columbia,  South  Carolina.  Detailed  back- 

ground information  on  the  patho-physiology  of  emotional  stress  and  its  relationship 
to  the  development  of  coronary  disease  and  hypertension  will  be  presented.  Emphasis 
will  be  given  to  the  application  of  this  information  as  it  relates  to  the  attempt  to 
prevent  the  development  of  these  diseases  and  to  influence  the  therapeutic  modification. 
Course  fee  is  $50.00  for  members  of  the  American  Heart  Association,  $60.00  for  non- 
members. For  information  contact:  Program  Director,  South  Carolina  Heart  Asso- 
ciation, P.O.  Box  5937,  2864  Devine  Street,  Columbia,  South  Carolina  29250. 


American  College  The  following  postgraduate  courses  will  be  presented  by  the  American  College  of  Chest 
of  Chest  Physicians.  For  further  information  contact:  Dale  E.  Braddy,  M.S.,  Director  of  Con- 

Physicians  Courses  tinuing  Education,  American  College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068.  Telephone  (312)  698-2200. 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan , Tiffiny,  Whittenton,  Barco,  etc. 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 

1140  BALTIMORE  PIKE  TRI-STATE  MALL  (Lower  Level) 
Springfield,  Pa.  19064  Claymont,  Delaware  19703 

(215)  Kl  3-4002  (302)  798-5387 
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PULMONARY  MEDICINE — 1976,  co-sponsored  by  the  University  of  Colorado  Medi- 
cal Center,  in  Keystone,  Colorado,  September  15-17. 

ACUTE  RESPIRATORY  FAILURE:  MECHANISMS  AND  MANAGEMENT,  co- 
sponsored by  the  University  of  Michigan  Medical  School,  in  Ann  Arbor,  Michigan, 
September  29-October  2. 


Bicentennial  Medical  The  Medical  Society  of  the  District  of  Columbia  and  the  National  Institutes  of  Health 
Conference  will  co-sponsor  a special  bicentennial  program  on  RESEARCH  AND  THE  PRACTICE 

OF  MEDICINE  IN  1976  in  Washington,  D.C.,  September  16-18.  The  latest  advances 
in  biomedical  research  and  the  relationship  of  current  research  to  the  present  and 
future  practice  of  medicine  will  be  discussed.  There  is  no  registration  fee.  Approved 
for  12  AM  A continuing  education  credit  hours.  For  information  contact:  Miss  Beth 
Custer,  Medical  Society  of  the  District  of  Columbia,  2007  Eye  Street,  N.W.,  Washing- 
ton, D.C.  Telephone  (202)  223-2230. 


Chronic  Pain  A symposium  and  workshop  on  CURRENT  CONCEPTS  IN  THE  MANAGEMENT 

Management  OF  CHRONIC  PAIN  will  be  held  at  John  M.  Clayton  Hall,  University  of  Delaware, 

Seminar  Newark,  Delaware,  September  24.  The  seminar  will  review  current  concepts  in  the 

management  of  chronic,  intractable  pain,  with  emphasis  on  new  clinical,  educational, 
and  research  aspects  of  organic  pain  modulation.  Professor  Ronald  Melzack  of  the 
Department  of  Psychology,  McGill  University,  Montreal,  Canada  will  be  the  featured 
speaker  and  will  discuss  “The  Gate  Theory  Revisited.”  The  program  is  sponsored 
by  the  American  Academy  of  Family  Physicians,  the  University  of  Delaware,  the 
Wilmington  Medical  Center,  the  Delaware  Institute  for  Medical  Education  and  Re- 
search, and  the  Delaware  Cancer  Network.  For  advance  information  write  or  call 
in  reference  to  “Current  Concepts  in  the  Management  of  Chronic  Pain,”  John  M. 
Clayton  Hall,  University  of  Delaware,  Newark,  Delaware  19711.  Telephone  (302) 
738-2215. 


Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director 
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In  Brief 


Huntington's  Chorea  Marjorie  Guthrie,  founder  of  the  Committee  to  Combat  Huntington’s  Chorea,  will  meet 
Lecture  with  patients  and  their  families  on  September  28,  7:30  p.m.  at  the  Jewish  Community 

Center,  Wilmington.  Patients’  questions  may  be  referred  to  Mrs.  Mary  Helen  Payne, 
ACSW,  telephone  (302)  764-6704.  A dinner  meeting  and  lecture  for  physicians  and 
allied  medical  professionals  will  be  held  September  29  at  6:00  p.m.  at  the  Delaware 
Academy  of  Medicine,  Wilmington.  The  cost  of  the  dinner  is  $5.00;  for  reservations 
call  the  Medical  Society  of  Delaware,  (302)  658-7596,  before  September  20. 


Pediatric  Annual  The  45th  Annual  Meeting  of  the  American  Academy  of  Pediatrics  will  be  held  Octo- 
Meeting  her  16-21  in  Chicago.  Featured  topics  of  the  meeting  will  be  medical  liability,  health 

manpower,  recertification,  and  the  problems  of  adolescents.  For  information  contact: 
Ed  Kittrell,  American  Academy  of  Pediatrics,  1801  Hinman  Avenue,  Evanston,  Illinois 
60204.  Telephone  (312)  869-4255. 


Symposium  on 
Disorders  of 
Urethro-Vesical 
Junction 


A SYMPOSIUM  ON  TREATMENT  OF  DISORDERS  OF  THE  URETHRO-VESI- 
CAL JUNCTION  will  be  held  at  the  Delaware  Academy  of  Medicine,  Wilmington, 
Delaware,  November  10-11.  The  program  will  be  presented  by  the  Department  of 
Obstetrics  and  Gynecology  of  the  Wilmington  Medical  Center.  The  fee  is  $200  for 
out-of-state  physicians,  $100  for  Delaware  physicians,  and  $50  for  residents  (with  a 
letter  from  their  Chief  of  Service).  For  information  contact:  Department  of  Obste- 
trics-Gynecology, Wilmington  Medical  Center,  P.O.  Box  1951,  Wilmington,  Delaware 
19899.  Telephone  (302)  428-4660. 


Oncology  Save  the  date  of  December  11,  1976  for  a Regional  Oncology  Conference  for  medical 

Conference  and  surgical  oncologists.  More  information  will  be  published  in  future  issues. 


Laryngology  The  Department  of  Otolaryngology,  Abraham  Lincoln  School  of  Medicine,  University 

Courses  of  Illinois  and  the  Eye  and  Ear  Infirmary  of  the  University  of  Illinois  Hospital  will 

present  the  following  courses: 


Under  Construction 
at  Owl*s 

Way  Road 


Early  1977  occupancy  planned. 

Located  on  2.3  acres. 

Adjacent  to  other  country  estates. 
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In  Brief 


Interstate 

Postgraduate 

Medical 

Association 

Assembly 


LARYNGOLOGY  AND  BRONCHOESOPHAGOLOGY  CONTINUING  EDUCATION 
COURSE,  Chicago,  Illinois,  November  1-6.  The  course  will  consist  of  animal  demon- 
strations, practice  in  bronchoscopy  and  esophagoscopy,  diagnostic  and  surgical  clinics, 
and  didactic  lectures.  Course  is  limited  to  twenty  physicians.  For  information  con- 
tact: Department  of  Otolaryngology,  Eye  and  Ear  Infirmary,  University  of  Illinois 
Hospital,  1855  West  Taylor  Street,  Chicago,  Illinois  60612. 

CONFERENCE  ON  RADIOLOGY  IN  OTOLARYNGOLOGY  AND  OPHTHAL- 
MOLOGY, Chicago,  Illinois,  November  12-13.  For  information  contact:  Professor 
Galdino  E.  Valvassori,  Radiology  Department,  Abraham  Lincoln  School  of  Medicine, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 

The  61st  Annual  International  Scientific  Assembly  of  Interstate  Postgraduate  Medical 
Association  will  be  held  in  Atlanta,  Georgia,  November  15-18.  The  program  is  designed 
for  primary  care  physicians  practicing  in  the  US  and  Canada  and  will  cover  a variety 
of  topics  with  major  emphasis  on  family  practice,  internal  medicine,  obstetrics  and 
gynecology,  and  psychiatry.  The  fee  is  $50.00  in  advance  or  $75.00  at  the  time  of  the 
meeting.  For  information  contact:  Alton  Ochsner,  M.D.,  Program  Chairman,  Inter- 
state Postgraduate  Medical  Association,  P.O.  Box  1109,  Madison,  Wisconsin  53701. 
Telephone  (608)  257-6781. 


Heart  Association  The  49th  Scientific  Sessions  of  the  American  Heart  Association  will  be  held  in  Miami 

Sessions  Beach,  Florida,  November  15-18.  THE  NATIONAL  CONFERENCE  ON  THROM- 

BOSIS AND  HEMOSTASIS  will  be  held  in  conjunction  with  the  scientific  sessions 
November  15-17.  The  objective  of  the  conference  is  to  provide  a forum  for  the  dis- 
cussion of  new  scientific  and  medical  advances  relating  to  these  problems.  For  in- 
formation contact:  American  Heart  Association,  7320  Greenville  Avenue,  Dallas,  Texas 
75231. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


FAMILY  PRACTITIONER:  Available  July  1977,  GASTROENTEROLOGIST:  Available  July  1977, 
third  year  resident  from  Harrisburg,  Pennsylvania.  second  year  fellow  at  North  Carolina  Memorial  Hos- 
pital. 
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According  to  her  major 
jjiptoms,  she  is  a psychoneu- 
?jic  patient  with  severe 
iciety.  But  according  to  the 
icription  she  gives  of  her 
:t  ings,  part  of  the  problem 
ly  sound  like  depression. 

I s is  because  her  problem, 
i tough  primarily  one  of  ex- 
i Stive  anxiety,  is  often  accom- 
■Lied  by  depressive  symptom- 
Ijogy.  Valium  (diazepam) 

1 1 provide  relief  for  both— as 
^ excessive  anxiety  is  re- 
I led,  the  depressive  symp- 
Ijs  associated  with  it  are  also 
t n relieved. 

1 There  are  other  advan- 
ps  in  using  Valium  for  the 
nagement  of  psychoneu- 
b anxiety  with  secondary 
jressive symptoms:  the 
thotherapeutic  effect  of 
! um  is  pronounced  and 
Id.  This  means  that  im- 
i/ement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


!i 

JP 

Valium 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


billance  because  of  their  predisposi- 
jo  habituation  and  dependence.  In 
jnancy,  lactation  or  women  of  child- 
.ng  age,  weigh  potential  benefit 
list  possible  hazard, 
tutions:  If  combined  with  other  psy- 
popics  or  anticonvulsants,  consider 
ully  pharmacology  of  agents  em- 
d;  drugs  such  as  phenothiazines, 
otics,  barbiturates,  MAO  inhibitors 
]ther  antidepressants  may  potentiate 
tion.  Usual  precautions  indicated  in 
nts  severely  depressed,  or  with  latent 
ission,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice: 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 

INTERIM  GUIDELINES  FOR  THE  USE  OF  MAMMOGRAPHY 


Great  concern  has  recently  been  expressed  at 
a local  and  national  level  as  a result  of  a com- 
! mittee  report  which  questioned  the  value  of 
mammography  in  totally  asymptomatic  women 
under  the  age  of  50.  The  Breast  Cancer  Detec- 
tion Demonstration  Projects  (BCDDP)  were  es- 
tablished to  demonstrate  that  a population  of 
270,000  asymptomatic  women  would  be  recruited, 
j screened,  and  followed  for  the  early  detection 
of  breast  cancer.  This  original  purpose  has  been 
accomplished  and  many  early  breast  cancers 
jj  have  been  detected. 

The  value  of  mammography  for  screening 
women  over  the  age  of  50  seems  well  established 
and  there  is  no  question  as  to  the  value  of  mam- 
mography as  part  of  the  diagnostic  workup  for 
symptomatic  women  of  any  age. 

The  Director  of  the  National  Cancer  Institute 
| ( NCI ) and  the  President  of  the  American  Cancer 
Society  have  developed  the  following  interim 
guidelines  for  the  guidance  of  BCDD  Project 
Directors  until  all  information  has  been  reviewed 
and  evaluated  by  NCI. 

1.  For  women  of  any  age  in  whom  there  is  a 
suspected  breast  neoplasm,  mammography 
is  an  accepted  part  of  the  complete  diag- 
nostic workup. 

2.  For  asymptomatic  women  over  50,  definite 
benefit  from  adding  mammography  to  phy- 
sical examination  has  been  demonstrated. 
Mammography  is  inchoated  as  part  of  a 
regular  screening  program. 

3.  For  asymptomatic  women  ages  35-50  years, 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*<in  NCI-supported  agency  located  at  1200  Jefferson 
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Leslie  W.  Whitney,  M.D. 

the  sophisticated  types  of  mammography 
currently  available  have  not  been  in  com- 
mon use  long  enough  to  demonstrate  its 
benefit  in  reducing  mortality  in  the  screened 
population.  It  is  by  no  means  clear  that 
there  is  no  benefit.  In  younger  women  with 
evidence  of  being  at  special  risk  of  breast 
cancer,  the  techniques  employed  may  have 
value  in  detecting  early  breast  cancer. 

4.  The  possible  risk  of  inducing  a breast  neo- 
plasm by  the  mammographic  procedure  it- 
self is  assumed,  but  for  any  individual  wom- 
an is  very  small;  eg,  as  stated  by  Dr.  Upton 
“.  . . a single  mammographic  examination 
with  the  newer  low-dose  technique,  which 
involves  a dose  of  one  rad  or  less,  would  be 
expected  to  increase  a woman’s  lifetime  risk 
by  no  more  than  one  percent.  Hence,  since 
the  risk  from  natural  causes  that  the  aver- 
age woman  will  develop  breast  cancer  dur- 
ing her  lifetime  is  roughly  one  in  fifteen,  or 
seven  percent,  a single  mammographic  ex- 
amination might  increase  her  lifetime  risk 
from  0.07  to  0.0707;  by  the  same  token,  it 
would  take  100  examinations  to  double  her 
lifetime  risk — that  is,  to  raise  it  to  0.14.  Be- 
cause the  incremental  risk  per  examina- 
tion is  small  relative  to  the  individual’s  life- 
time risk  from  natural  oauses,  a woman 
should  not  be  reluctant  to  have  a mammo- 
gram if  there  are  medical  or  psychological 
grounds  for  desiring  the  information  it  could 
provide.  On  the  other  hand,  although  the 
presumptive  risk  to  a single  individual  may 
be  small,  the  total  risk  to  a large  population 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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of  healthy  women  might  not  be  justified  un- 
less outweighed  by  the  expectation  of  a 
commensurate  benefit.” 

5.  Thus,  the  following  interim  guidelines  are 
prudent.  We  cannot  recommend  the  rou- 
tine use  of  mammography  in  screening 
asymptomatic  women  ages  35-50  years  in 
the  NCI/ACS  BCDDP  at  this  time.  How- 
ever, in  the  face  of  a very  small  presumed 
risk  for  any  individual  woman,  we  do  not 
recommend  withholding  mammography 
from  a woman  age  35-50  years  if  she  and 
the  physician  agree  that  it  is  in  her  best 
immediate  interest. 

6.  For  women  at  high  risk  because  of  family 
history,  reproductive  history,  prior  breast 
cancer,  or  tumor,  etc.,  the  benefits  as  well  as 
the  possible  risks  of  x-ray  mammography 
should  be  fully  explained  to  the  woman 
concerned  and  the  final  decision  made  be- 
tween her  and  the  physician. 

7.  As  with  any  x-ray  examination,  radiation 
dosage  must  be  kept  to  the  lowest  dose  con- 
sistent with  good  image  quality.  All  screen- 
ing participants  should  be  informed  that  the 
x-ray  equipment  in  the  BCDDP  program  is 


regularly  monitored  to  determine  the  radi- 
ation exposure  levels  and  that  these  levels 
are  reviewed  by  experts  in  radiation  physics. 

8.  Women  of  any  age  who  decline  mam- 
mography should  be  encouraged  to  continue 
in  the  screening  program  for  history,  phy- 
sical examination,  and  thermography. 

9.  Regardless  of  the  final  recommendations, 
you  and  your  screenees  should  know  that 
there  is  no  intention  to  close  or  phase  out  the 
BCDDP’s.  It  is  also  to  be  noted  that  the 
screening  program  could  be  modified  in  the 
future  in  the  event  of  development  of  new 
scientific  information. 

The  Breast  Cancer  Demonstration  Projeot  of 
the  Wilmington  Medical  Center  will  immediately 
institute  and  follow  these  interim  guidelines.  We 
agree  with  Dr.  Diane  J.  Fink,  Director,  Division 
of  Cancer  Control  and  Rehabilitation,  National 
Cancer  Institute,  and  Dr.  Arthur  I.  Holleb,  Senior 
Vice  President  for  Medical  Affairs  and  Research, 
American  Cancer  Society,  that  there  may  be 
some  risk  in  depriving  asymptomatic  women  un- 
der the  age  of  50  of  potential  benefit  to  them  as 
individuals. 


Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
Eves.  Tues.,  Wed.,  Thurs. 
6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon 

1320  PHILADELPHIA  PIKE 
WILMINGTON,  DEL  19809 
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DOCTOR-PATIENT  RELATIONSHIP 


In  medicine  we  have  always  held  that  the 
physician-patient  relationship  should  be  kept  in- 
violate, and  we  have  reacted  with  alarm  when 
anything  has  threatened  to  intrude  into  this  re- 
lationship.  Many  things  have  come  between  us 
| and  our  patients — in  many  instances,  though  not 
all,  to  the  detriment  of  us  both.  Some  of  these 
I intrusions  are  monetary  matters,  third  party  pay- 
ment plans,  and  the  increasingly  litigious  climate 
IS  in  our  country,  not  to  mention  the  threat  of 
I government  regulation  and  its  bureaucracy. 

But  some  of  the  deterioration  in  the  physician- 
SJ  patient  relationship  is  of  our  own  making;  we 
ilj  have  failed  in  many  instances  to  nurture  the 
jj  relationship.  It  is  true  that  rapid  advances  in 
medical  science  have  brought  to  our  patients  a 
i greater  measure  of  success  in  healing  and  pre- 
j;  vention  of  illness,  but  our  profession  has  more 
I than  science  to  offer  our  patients.  The  qualities 
j of  hope,  sympathy,  patience,  compassion,  dedi- 
; cation,  understanding,  and  the  commitment  of 
time  may  in  many  instances  equal  or  exceed  the 
;|J  value  of  scientific  wisdom.  I suspect  that  at 
| times  we  neglect  these  examples  of  the  art  of 
1 medicine. 

I 

Public  esteem  for  physicians  appears  to  re- 
j|  main  high,  but  as  medical  costs  continue  to  rise 
: at  a rate  that  some  consider  to  be  out  of  pro- 
| portion  to  the  benefit  in  the  health  of  our  citi- 
! zenry,  monetary  considerations  increasingly  are 
j becoming  a stumbling  block  to  the  physician- 
patient  relationship.  One  senses  that  increas- 
ingly we  physicians  are  perceived  by  those  we 
serve  as  being  too  business  minded  and  overly 
concerned  with  the  financial  rewards  of  our  work. 
In  fact,  many  consider  physicians  to  be  exces- 
sively compensated. 

It  is  true  that  the  overhead  expenses  of  prac- 
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tice  have  been  affected  by  the  same  inflation 
that  has  increased  the  costs  of  all  goods,  and 
likewise  our  costs  have  been  significantly  in- 
creased by  the  marked  rise  in  medical  liability 
insurance.  Most  of  our  fellow  citizens  recognize 
these  facts.  And  with  the  commitment  of  many 
years  to  education  and  in  consideration  of  the 
long  hours  we  work  and  the  necessary  irregu- 
larity of  our  fives,  we  deserve  good  financial  re- 
wards for  our  work.  I am  convinced  that  the 
great  majority  of  our  patients  readily  concede 
this — for  they  have  always  afforded  us  a gen- 
erally high  standard  of  living.  But  I am  equally 
certain  that  they  will  resist  the  tendency  of  some 
physicians  to  oharge  fees  that  are  clearly  beyond 
the  range  of  reasonableness  and  which  are  not 
considerate  of  the  ability  of  the  patient  to  pay, 
regardless  of  whether  or  not  a third  party-payer 
is  involved. 

Money  is  not  a measure  of  one’s  worth,  and 
while  an  important  part  of  everyone’s  fife,  it  need 
not  be  the  purpose  of  fife;  and  certainly  it  is 
not  the  part  of  fife  that  determines  one’s  great- 
ness or  success.  To  be  avoided  is  the  comparison 
of  our  monetary  rewards  with  those  who  funotion 
in  other  segments  of  our  society,  many  of  whom 
are  probably  excessively  compensated.  The  prac- 
tice of  medicine  is  different  from  most  other  oc- 
cupations; and  for  us  who  are  physicians,  there 
should  be  pride  in  that  difference  as  we  recog- 
nize that  the  nobility  of  our  work  lies  in  the 
dedication  that  we  apply  to  the  task  of  making 
the  fives  of  the  people  we  serve  safer  and  more 
healthy  and  of  longer  duration. 
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187th  Al 


iETING 


October  8 and  9,  1976 
PROGRAM 


HOUSE  OF  DELEGATES 


October  8 

Delaware  Academy  of  Medicine  Building 
1925  Lovering  Avenue 
Wilmington,  Delaware 

8:30  A.M.  REFERENCE  COMMITTEES 
12:00  LUNCHEON 

1:00  P.M.  HOUSE  OF  DELEGATES 

5:00  ADJOURNMENT 

PRAYER  BREAKFAST 

October  9 

7:15  A.M.  Brandywine  Hilton  Inn,  1-95  and  Naamans  Road,  Wilmington 


October  9 


SCIENTIFIC  SESSION 


Brandywine  Hilton  Inn 
1-95  and  Naamans  Road 
Wilmington,  Delaware 

8:30  A.M.  REGISTRATION  — EXHIBITS 


9:00 

9:15 

9:40 

10:05 

10:30 

10:55 


CALL  TO  ORDER  — Calvin  B.  Heame,  M.D.,  President,  Medical  Society  of  Del- 
aware. 

Report  of  the  House  of  Delegates  — David  A.  Levitsky,  M.D.,  Secretary,  Medical  So- 
ciety of  Delaware. 

THE  ROLE  OF  SURGERY  IN  THE  CONTROL  OF  CANCER 
George  Crile,  Jr.,  M.D.,  Cleveland  Clinic,  Cleveland,  Ohio. 

CANCER  AND  THE  WORKPLACE 

Mr.  Anthony  Mazzocchi,  Legislative  Director,  Oil,  Chemical  and  Atomic  Workers 
International  Union,  AFL-CIO,  Washington,  D.C. 

THE  CONTROL  OF  CANCER  HAZARDS  BY  INDUSTRY 

John  A.  Zapp,  Jr.,  Ph.D.,  Consultant,  Toxicology  and  Industrial  Hygiene. 

INTERMISSION  — EXHIBITS 

CANCER  FROM  THE  EPIDEMIOLOGIST’S  POINT  OF  VIEW 

John  H.  Weisburger,  Ph.D.,  Vice  President  for  Research,  American  Health  Foundation, 

Valhalla,  New  York. 


11:20  PANEL  DISCUSSION 

Moderated  by  Raymond  Suskind,  M.D.,  Direotor,  Department  of  Environmental 
Health,  University  of  Cincinnati  College  of  Medicine. 
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ADULT  HEMOPHILUS 
INFLUENZAE  PERICARDITIS 


Nercy  Jafari,  M.D. 
Satoshi  Ikeda,  M.D. 
William  Taylor,  M.D. 

Mustafa  Oz,  M.D. 
Allen  L.  Davies,  M.D. 


Purulent  pericarditis  is  an  acute  disease  with 
a fulminating  course  most  commonly  encountered 
in  childhood,  especially  following  open  cardiac 
surgery  or  trauma,  or  in  patients  with  compro- 
mised immunologic  defenses.  In  children  Hemo- 
philus influenzae,  type  B,  has  been  reported  as 
an  occasional  cause  of  purulent  pericarditis;  how- 
ever, a search  of  the  literature  has  found  only 
six  previously  reported  cases  in  adults.  This  re- 
port describes  a 23-year-old  patient  with  Hemo- 
philus influenzae,  type  B,  pericarditis. 

Case  Report 

A 23-year-old  black  female  was  admitted  to 


Dr.  Jafari  is  a Senior  Resident  in  the  Department  of  Surgery, 
Section  of  Thoracic  Surgery,  Wilmington  Medical  Center  and 
Jefferson  Medical  College. 


Dr.  Ikeda  is  an  Assistant  in  the  Department  of  Surgery,  Section 
of  Thoracic  Surgery,  Wilmington  Medical  Center. 


Dr.  Taylor  is  an  Assistant  in  the  Department  of  Medicine, 
Section  of  Infectious  Diseases,  Wilmington  Medical  Center. 

Dr.  Oz  is  a Senior  in  the  Department  of  Surgery,  Section  of 
Thoracic  Surgery,  Chief  of  the  Section  of  Thoracic  Surgery,  Wil- 
mington Medical  Center. 

Dr.  Davies  is  a Senior  in  the  Department  of  Surgery,  Section 
of  Thoracic  Surgery,  Wilmington  Medical  Center. 


the  Wilmington  Medical  Center  with  a one  week 
history  of  sore  throat,  vomiting,  shortness  of 
breath,  and  difficulty  swallowing. 

She  appeared  acutely  ill.  Her  temperature 
was  36.8  C ( 98.25F ) with  a respiratory  rate  of  26 
per  minute,  and  blood  pressure  of  110/80  mmHg. 
Examination  of  her  head  and  neck  was  normal 
except  for  redness  of  the  oropharynx.  There 
were  decreased  breath  sounds  and  rhonchi  in 
both  lower  lung  fields.  No  pericardial  or  pleural 
friction  rubs  were  heard.  Electrocardiogram  re- 
vealed sinus  tachycardia  with  a rate  of  120  per 
minute  and  elevation  of  the  S-T  segments.  The 
chest  roentgenogram  demonstrated  bilateral  pleu- 
ral effusions  with  an  enlarged  cardiac  silhouette. 
(Figure  1)  Hemoglobin  was  14.5  grams.  White 
blood  cell  count  was  28,400/cu  mm  with  76% 
segmented  neutrophils  and  2%  band  cells.  The 
serum  electrolytes,  BUN,  and  blood  sugar  were 
normal. 

A few  hours  after  admission  her  general  con- 
dition became  worse  with  the  development  of  an 
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FIGURE  1 

Pre-operative  chest  roentgenogram  showing  bi- 
lateral pleural  effusions  and  an  enlarged  cardiac 
silhouette. 

acute  pericardial  tamponade  evidenced  by  hypo- 
tension, pulsus  paradoxus,  and  an  increase  of  the 
central  venous  pressure  above  20  cm.  Immedi- 
ate improvement  followed  the  removal  by  sub- 
xiphoid  pericardiocentesis  of  300  ml  of  thick  yel- 
low purulent  fluid. 

Under  local  anesthesia  immediate  surgioal  ex- 
ploration of  the  pericardium  via  a transxiphoid 
approaoh  revealed  a thick  pericardium;  800  ml  of 
thick  purulent  fluid  was  removed  with  immedi- 
ate improvement  of  her  vital  signs.  A large  peri- 
cardial window  was  created  and  a #28  chest 
tube  and  two  Penrose  drains  were  placed  into 
the  pericardial  sac.  Gram’s  stain  of  the  fluid 
revealed  multiple  gram  negative  rods  which  later 
proved  to  be  Hemophilus  influenzae,  type  B.  On 
the  basis  of  the  gram  stain  treatment  was  started 
immediately  with  intravenous  chloramphenicol, 
1 gm  every  six  hours. 

On  the  second  post-operative  day  an  increased 
right  pleural  effusion  was  noted  on  her  chest 
roentgenogram;  this  was  drained  by  closed  tube 
thoracostomy.  Culture  of  the  fluid  revealed 
Hemophilus  influenzae,  type  B.  On  the  third 
post-operative  day,  a chest  tube  was  inserted  into 
the  left  pleural  cavity,  and  450  ml  of  yellowish 
fluid  was  evacuated  from  which  no  organism 


was  cultured.  All  of  her  blood  cultures  through- 
out her  illness  were  negative. 

On  the  fifth  post-operative  day  she  was  trans- 
ferred from  the  intensive  care  unit.  At  that  time 
her  temperature  was  37.5  C ( 99.5  F ) . White  cell 
count  was  11,000/cu  mm  with  80%  segmented 
neutrophils,  11%  lymphocytes,  and  1%  band 
cells.  The  chest  roentgenogram  revealed  no  resid- 
ual effusion  and  a marked  decrease  in  cardiac 
silhouette.  The  pericardial  drains  and  pleural 
drains  were  separately  removed  over  the  next 
ten  days  during  which  time  she  remained  afe- 
brile. The  remainder  of  her  hospitalization  was 
uneventful.  She  was  discharged  after  21  days  of 
hospitalization. 

Discussion 

The  signs  and  symptoms  of  adult  Hemophilus 
Influenzae  pericarditis  can  be  divided  into  those 
of  acute  systemic  infection  and  those  of  acute 
hemodynamic  embarrassment  secondary  to  car- 
diac tamponade.  An  antecedent  history  of  a 
severe  upper  respiratory  infection  is  usual,  and 
it  can  be  hypothesized  that  septicemia  occurs 
with  subsequent  infection  of  the  pleurae,  peri- 
cardium, and  all  serous  cavities. 

Our  patient  who  had  fever,  chills,  cough,  chest 
pain,  tachycardia,  and  elevated  white  blood  cell 
count  presented  a typical  picture  of  systemic  in- 
fection. She  also  demonstrated  marked  hemody- 
namic embarrassment  secondary  to  pericardial 
tamponade.  This  was  evidenced  by  an  elevated 
central  venous  pressure,  and  typical  pulsus  para- 
doxus with  hypotension.  There  were  electrocar- 
diographic changes  consisting  of  S-T  and  T wave 
changes  with  low  QRS  voltage.  An  enlarged 
cardiac  silhouette  was  noted  on  roentgenogram. 
Her  hemodynamic  embarrassment  was  so  severe 
that  needle  pericardiocentesis  had  to  be  done  as 
an  emergency. 

A review  of  the  literature  reveals  six  previous 
oases  of  adult  Hemophilus  Influenzae  pericardi- 
tis. (Table  1)  Hensler  in  1955  reported  one 
case,  treated  by  pericardiostomy;  his  patient  did 
not  survive.1  The  antibiotics  used  at  that  time 
were  penicillin,  sulfonamides,  and  tetracycline,  j 
In  1973,  Grossley  reported  two  more  patients,  1 
both  of  whom  survived.2  In  a recent  article  1 
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TABLE  1 


Patient 

Clinical 

Surgical 

Antimicrobial 

Authors 

Age 

Sex 

Finding 

Therapy 

Therapy 

Outcome 

Hensler1 

24 

F 

Broncho- 

pneumonia 

Pericardiotomy 

drainage 

Penicillin, 

sulfonamide, 

tetracycline 

Died 

Crossley  et  al2 

38 

F 

Right  lower 
lobe  pneumonia 

Pericardiectomy 

Cephalothin- 

ampicillin, 

chloramphenicol 

Lived 

44 

M 

Upper  respiratory 
infection 

Pericardiectomy 

Ampicillin, 

kanamycin, 

chloramphenicol 

Lived 

Duke  & 
Donovan4 

33 

F 

Upper  respiratory 
infection 

Pericardiocentesis 

Pericardiectomy 

Cephalothin, 

ampicillin, 

chloramphenicol, 

demeclocyline 

Lived 

Alsever  et  al5 

26 

F 

Upper  respiratory 
infection 

Pericardial  windowCephalothin, 
Pericardiectomy  ampicillin, 

chloramphenicol 

Lived 

Rubin 

Moellering3 

26 

F 

Upper  respiratory 

infection 

Meningitis 

Pericardiectomy 

Chloramphenicol 

Lived 

Present 

Report 

23 

F 

Upper  respiratory 

Pericardiostomy 
Tube  drainage 

Chloramphenicol 

Lived 

Rubin  and  Moellering  identified  twenty-six  pa- 
tients with  purulent  pericarditis  occurring  dur- 
ing a fourteen-year  period.3  In  approximately 
30%,  Staphylococcus  aureus  was  cultured  from 
the  pericardial  fluid;  Hemophilus  influenzae  was 
documented  in  only  one  adult  patient.  A seoond 
case  of  Hemophilus  Influenzae  Pericardits  was 
seen  in  a fourteen-month-old  child.  A compari- 
son of  the  clinical  picture  between  adult  and 
pediatric  Hemophilus  Influenzae  pericarditis  is 
made  in  Table  2. 


TABLE  2 
Adult 

Pediatric 

Hemophilus 

Hemophilus 

Influenzae 

Influenzae 

Pericarditis2,3 

Pericarditis2,5 

Average  Age 

30  Years 

4 Years 

Male:female 

2:7 

1:2 

U.R.I. 

71% 

69% 

Mortality 

13% 

60% 

The  treatment  of  adult  Hemophilus  Influenzae 
perioarditis  is  based  on  adequate  surgical  drain- 
age and  appropriate  antimicrobial  therapy.  In 
our  patient,  we  preferred  open  tube  pericardi- 
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ostomy,  performed  under  local  anesthesia,  utiliz- 
ing resection  of  the  xiphoid  process.  This  tech- 
nique was  chosen  because  of  the  risk  of  general 
anesthesia  in  a seriously  ill  patient  who  had 
marked  cardiovascular  hemodynamic  embarrass- 
ment. The  value  of  the  xiphoid  approach  is  that 
the  pleural  cavity  is  not  violated,  excellent  de- 
pendent drainage  can  be  instituted,  and  large 
sump  drains  and  Penrose  drains  can  be  placed 
in  the  pericardium  for  future  irrigation.  It  is 
our  feeling  that  a major  thoracotomy  in  a patient 
of  this  type  is  contraindicated.  If  the  patient 
goes  on  to  later  constriction,  the  pericardium 
can  easily  be  removed. 

Successful  treatment  of  adult  Hemophilus  In- 
fluenzae pericarditis  depends  on  rapid  and  ade- 
quate surgical  drainage  coupled  with  precise 
antimicrobial  therapy. 
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FLUOROCARBONS  AND 
THE  ENVIRONMENT 


Richard  B.  Ward,  Ph.D. 


Fluorocarbons,  or  more  explioity  chlorofluoro- 
carbons,  are  compounds  made  up  of  chlorine, 

1 fluorine,  carbon,  and  sometimes  hydrogen.  Dis- 
covered in  the  early  1930’s,  they  rapidly  found 
use  as  refrigerants,  replacing  the  flammable, 
toxic,  and  corrosive  materials  previously  used. 
Uses  of  these  inert,  nonflammable,  and  volatile 
chemicals  of  relatively  low  toxicity  have  multi- 
| plied.  They  are  now  used  extensively  as  aerosol 
propellants,  in  air  conditioning  and  refrigeration 
| systems,  in  the  manufacture  of  foamed  plastic 
for  packaging  and  insulation,  and  as  solvents. 

I These  ubiquitous  chemicals  are  used  world-wide, 

! and  most  of  their  end-uses  are  characterized  by 
I eventual  release  to  the  atmosphere.  Annual  global 
production  approaches  two  billion  pounds,  with 
US  production  close  to  half  the  total.  Fluoro- 
l carbon-related  industries  in  the  US  have  been 
estimated  to  employ  over  one  million  and  con- 
tribute about  $10  billion  to  the  gross  national 
produot. 

The  Question  Develops 

During  the  period  1970-1974,  a program  to 
determine  the  environmental  impact  of  fluoro- 
carbons was  initiated  and  funded  by  the  fluoro- 
carbon industry.  J.  E.  Lovelock  at  the  Univer- 
| sity  of  Reading,  England,  developed  an  ex- 
quisitely sensitive  analytical  device  called  an 
electron  capture  gas  chromatograph,  which  is 
capable  of  measuring  a few  parts  per  trillion  of 
compounds  such  as  the  common  fluorocarbon 

Dr.  Ward  is  Technical  Consultant  with  the  Organic  Chemical' 
1 Department,  E.  I.  Du  Pont  de  Nemours  and  Company. 


This  paper  is  adapted  from  a presentation  to  the  Delaware  Oc- 
cupational Medical  Association,  May,  1976. 

Del  Med  Jrl,  Sept  1976 — Vol  48,  No  9 


propellants,  FC-11  and  FC-12.*  Lovelock  found 
these  fluorocarbons  in  the  “background  atmos- 
phere,” away  from  sources  of  release.  Measure- 
ments showed  the  background  concentrations 
were  increasing  and  were  comparable  to,  but 
less  than,  the  estimates  of  total  release  to  date. 
The  first  conclusion  was  that  these  fluorocarbons 
have  a long  lifetime  in  the  atmosphere. 

O.  C.  Taylor  and  his  co-workers  at  the  Univer- 
sity of  California,  Riverside,  demonstrated  that 
fluorooarbons  were  not  reactive  under  conditions 
of  photochemical  smog  formation.  Fluorocarbons 
neither  enhanced  nor  inhibited  smog  formation. 

In  a third  important  study,  C.  Sandorfy  at  the 
University  of  Montreal  showed  that  energetic 
ultraviolet  light  (wavelength  <210  nm)  could 
break  down  fluorocarbons.  This  type  of  radi- 
ation is  absorbed  in  the  stratosphere  and  does 
not  reach  ground  level  where  the  shortest  wave- 
length is  about  285  nm.  Given  enough  time,  a 
portion  of  the  long-lived  compounds  diffuses  to 
the  mid-stratosphere  (over  25  km  or  16  miles 
from  the  earth’s  surface),  encounters  the  radi- 
ation, and  is  photolyzed.  This  process  results  in 
rupture  of  the  weakest  chemical  bond,  the  car- 
bon-ohlorine  bond,  thus  freeing  a chlorine  atom. 

Reaotion  1. 

U.V.  Light 

RC1 > R+Cl 

R = CC1F2  or  CCLF 

Previously  it  was  anticipated  that  these  chlo- 
rine atoms  would  convert  to  hydrogen  chloride 
(Reaction  2)  and  return  harmlessly  to  the  oceans. 

'Trichlorofluoromethane  and  dichlorodifluoromethane  respectively 
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Reaction  2. 

C1+CH4  > HCl+CHs 

The  environmental  impact  appeared  negligible. 

The  Involvement  of  Ozone 

Coincident  with  this  environmental  study 
was  a major  federally-supported  research  pro- 
gram, the  Climatic  Impact  Assessment  Program 
(CIAP),  to  define  the  effect  of  supersonic  trans- 
ports on  the  upper  atmosphere.  This  study  in- 
cluded attempts  to  explain  the  observed  amount 
of  ozone  in  the  stratosphere. 

Ozone  (O3)  is  formed  by  the  suns  radiation 
(Reaction  3,  4)  and,  in  turn,  absorbs  radiation. 
(Reaction  5) 

U.V. 

Reaction  3.  O2  > 20 

Reaction  4.  O+O2  > O3 

Reaction  5.  O3  > O+O2 

The  last  step  reverses  Reaction  4.  Ozone 
serves  to  limit  the  amount  of  ultraviolet  radiation 
penetrating  to  the  earth’s  surface  and  is  one  of 
the  factors  creating  the  stratosphere’s  speoific 
thermal  profile.  The  amount  of  ozone  present 
is  less  than  calculated,  and  this  deficiency  was 
attributed  largely  to  the  “nitrogen  oxide  cycle” 
(Reactions  6,  7),  a catalytic  or  chain  process  for 
converting  ozone  back  into  oxygen. 

Nitrogen  Oxide  Cycle  for  Ozone  Depletion 
Reaction  6. 

NO+Ob  > NO2+O2 

Reaction  7. 

NO2+O  > NO+O2 

Sum  of  Reactions  6 and  7 : 

O3+O  > 202 

Note  the  reformation  of  NO  in  Reaction  7. 
The  observed  amount  of  ozone  thus  represents 
the  dynamic  equilibrium  between  formation  and 
destruction  prooesses.  Concern  has  been  ex- 
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pressed  that  nitrogen  oxides  from  the  exhaust 
of  supersonic  transports  would  supplement  the 
“natural”  nitrogen  oxides  and  thus  increase  the 
conversion  of  ozone  to  oxygen.  Important  de- 
velopments in  our  understanding  of  the  strato- 
sphere emerged,  including  speculation  that  chlo- 
rine atoms  may  catalytically  react  with  ozone. 
( Reactions  8,  9 ) 

Chlorine  Cycle  for  Ozone  Depletion 
Reaction  8. 

Cl+Os ->  CI+O2 

Reaction  9. 

CIO+O  > CI+O2 

Sum  of  Reactions  8 and  9: 

O3+O  > 2O2 

Note  the  similarity  of  reactions  8 and  9 with 
reactions  6 and  7;  Cl  is  reformed. 

In  June  of  1974,  Molina  and  Rowland  at  the 
University  of  California,  Irvine,  postulated  that 
fluorocarbons  could  provide  the  chlorine  and 


thus  the  catalyst  to  convert  ozone  to  ordinary 
oxygen.  A computer  program  was  used  to 
“model”  atmospheric  processes  and  hence  to  cal- 
culate ozone  depletion.  Such  depletion  might 
cause  potentially  serious  biological  effects  since 
ozone  filters  out  some  of  the  ultraviolet  light 
from  the  sun.  Among  these  potential  effects  is 
increased  incidence  of  basal-cell  and  squamous- 
cell carcinomas  in  light-skinned  people,  which,  as 
was  emphasized  by  the  Federal  Climatic  Impact 
Assessment  Program,  appears  to  be  correlated  to 
the  amount  of  ultraviolet  exposure  acquired  by 
sunbathing  or  from  other  outdoor  activities. 

The  issue  immediately  beoame  news  and  has 
resulted  in  extensive  technical,  legislative,  en- 
vironmental, and  political  activity. 

The  Industry  and  Federal  Responses 

The  key  questions  were  rather  promptly  de- 
fined: What  additional  information  is  needed  to 
determine  whether  the  theory  is  quantitatively 
correct,  how  can  this  data  be  acquired,  and  how 
long  will  it  take?  These  questions  were  answered 
rapidly  in  1974,  resulting  in  a substantial  en- 
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largemont  of  the  industry  program  for  the  evalu- 
ation of  the  environmental  effect  of  fluorocarbons 
under  the  auspices  of  the  Manufacturing  Chem- 
ists Association. 

Subsequent  independent  federal  recommenda- 
tions made  in  1975  were  in  close  agreement  with 
industry  recommendations.  The  time  period  for 
the  work  was  estimated  at  about  three  years, 
with  frequent  reassessment  to  be  made  during 
that  period.  In  1975  over  $1.5  million  was  pro- 
vided by  the  fluorocarbon  industry,  and  estimates 
of  support  for  the  three-year  period  now  exceed 
$5  million;  federal  funding  of  related  research 
exceeds  $10  million  per  year. 

At  the  federal  level,  an  analysis  report  of  the 
Federal  Task  Force  on  Inadvertent  Modification 
of  the  Stratosphere  (IMOS)  concluded  that  the 
question  was  a legitimate  cause  for  concern  and 
charged  the  National  Academy  of  Soienoes  with 
the  task  of  reporting  on  the  technical  aspects  of 
the  question.  Their  report,  originally  expected 
about  April  1,  1976,  has  been  delayed  for  assess- 
ment of  new  technical  developments. 

Technical  Progress  and  Today’s  Status 

Two  areas  must  now  be  assessed.  First,  is  the 
chemistry  included  in  the  model  quantitatively 
accurate?  Second,  is  our  understanding  ade- 
quate and  complete? 

Some  data  have  been  obtained  which  are  com- 
patible with  the  postulated  steps  in  the  model, 
such  as  the  diffusion  of  fluorocarbons  to  the 
stratosphere  and  breakdown  to  yield  chlorine 
atoms.  Some  reaction  rates  have  been  remeasured 
more  accurately,  resulting  in  downward  revision  j 
of  ozone  depletion  estimates.  Continuing  pro- 
gress in  this  area  is  anticipated. 

The  effectiveness  of  catalytic  removal  pro- 
cesses can  be  described  in  terms  of  the  chain 
reaction  length,  or  the  average  number  of  times 
the  chlorine  atom  cycles  through  the  reaction 
and  regeneration  prooesses.  Since  the  concen- 
tration of  stratospheric  ozone  is  very  much 
greater  than  calculated  chlorine  concentrations, 
the  chain  length  must  be  long  for  any  significant 
effect  to  occur.  For  the  chain  length  to  be  long, 
there  must  be  a relative  absence  of  competing 
processes  which  would  remove  Cl  or  CIO.  Re- 
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"Sinks"  for  Nitrogen  Oxide  and  Chlorine  Oxide 


Reaction  10. 


OH  + NO, 


HN03 


NOx  by  radiation 
or  chemical  process 


Loss  processes, 
eg,  "rain-out" 


Reaction  11 


CIO  + NO, 


C1N0, 


actions  2 and  11  are  examples  of  removal  pro- 
cesses. Adequate  measurements  of  Cl,  CIO, 
HC1,  and  other  chlorine  compounds  will  permit 
an  assessment  of  this  ohain  length.  Develop- 
ment of  techniques  and  the  making  of  measure- 
ments as  techniques  are  proven  out  are  major 
portions  of  the  federally-  and  industrially-sup- 
ported programs. 

It  is  the  omissions  from  the  model  which  have 
recently  taken  the  spotlight.  Hydrogen  chloride, 
at  altitudes  above  25  km,  was  predicted  to  be 
almost  constant  with  increasing  altitude.  Re- 
cent measurements  strongly  suggest  decreasing 
concentration  with  greater  altitude  and  also  sug- 
gest an  unanticipated  seasonal  variation.  As  a 
partial  explanation,  chlorine  nitrate  has  been  in- 
troduced into  the  calculations.  It  has  the  po- 
tential for  a major  revision  of  the  theory. 

The  importance  of  this  chemistry  can  be  seen 
by  examining  Reactions  10  and  11. 

Reaction  10,  the  combination  of  OH  and  NO2 
to  give  nitric  acid,  is  a natural  “sink”  (a  “sink” 
is  a physical  or  chemical  removal  from  the  en- 
vironment) for  NO2  and  effectively  short-circuits 
the  cyclic  processes  in  Reactions  6 and  7.  The 
ohain  reaotion  continues  only  when  NO  and  NO2 
remain  available.  If  NO2  is  tied  up  as  nitric  acid 
(HNO3),  the  depletion  process  is  interrupted. 
In  a very  analogous  manner,  the  combination  of 
CIO  and  NO2  in  Reaction  11  ties  up  molecules 
from  both  depletion  cycles.  Confirmation  of 
chlorine  nitrate  and  measurements  of  reaction 
rates  and  concentrations  are  necessary  to  esti- 
mate accurately  the  effect  on  depletion  estimates, 
but  preliminary  estimates  suggest  the  probable 
actual  ozone  depletion  will  be  cut  to  from  one- 


half  to  one-ninth  of  the  previously  calculated 
depletion. 

There  are  indications  that  there , are  other 
chemical  reactions  which  exist  but  have  not  yet 
been  programmed  into  the  model  whioh  may 
have  potential  for  further  reduction  of  environ- 
mental impact  by  competition  with  the  chlorine 
depletion  cycle.  These  recent  and  important  de- 
velopments have  resulted  in  the  National 
Academy  delaying  its  important  technical  report 
while  the  new  data  are  evaluated. 

Examination  of  actual  ozone  measurements 
(in  oontrast  to  calculations)  must  contend  with 
large  natural  variations,  and  the  small  calculated 
amount  of  depletion  would  be  difficult  to  detect. 
Statistical  methods  can  be  used  to  “smooth”  the 
natural  cyclic  variations,  permitting  relatively 
small  trends  to  be  potentially  detectable.  A num- 
ber of  attempts  to  detect  locally  and  globally 
the  depletion  due  to  trace  gases,  volcanic  activity 
and  atmospheric  nuclear  weapons  on  ozone  con- 
centrations have  been  unsuccessful.  While  not 
refuting  the  theory,  such  assessments  do  estab- 
lish an  upper  limit  of  effects. 

Legislative  and  Regulatory  Action 

On  the  legal  scene,  Section  107  of  the  Clean 
Air  Aot  Amendments  (HR  10498)  and  compar- 
able Senate  legislation  have  been  supported  by 
the  fluorocarbon  industry.  Such  legislation  ex- 
pands federal  research  programs  and  would 
appoint  an  agency  to  review  the  research.  A 
finding  of  probable  harm  would  be  required  prior 
to  restrictions  or  bans,  the  so-oalled  positive  bur- 
den of  proof.  A number  of  states  have  bills 
under  consideration,  but  to  date  only  Oregon 
and  New  York  have  passed  bills.  Industry  has 
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opposed  legislation  at  the  state  level  contending 
that,  if  action  is  needed,  a national  or  even 
international  approach  is  desirable;  it  is  only 
at  the  federal  level  that  adequate  technical  re- 
sources can  be  mustered  to  produce  a technically 
sound  assessment. 

But  What  If  . . .? 

One  important  question  is,  if  the  ozone  deple- 
tion should  be  verified,  what  would  be  the  in- 
cremental effect  on  ozone  if  we  delay  action  to 
1978  so  that  we  oan  base  our  decisions  on  the 
research  results?  Computer  calculations  show 
this  effect  would  be  an  undetectable  0.5%  incre- 
mental depletion  from  all  worldwide  fluorocar- 
bon use.  This  maximum  effect  would,  the  cal- 
culations predict,  occur  in  the  mid-1980’s  and  be 
followed  by  a recovery.  If  we  consider  just  the 
use  of  aerosols  in  the  United  States,  the  maxi- 
mum depletion  is  reduced  to  just  over  0.1%. 
Since  the  ozone  overhead  naturally  lessens  to- 
wards the  equator,  the  0.1%  depletion  is  equiv- 
alent to  a southward  move  of  about  8 miles. 
When  reduced  to  such  understandable  terms, 
we  can  see  why  the  incremental  effeot,  while  not 


zero,  can  be  termed  insignificant.  Note  also 
that  this  analogy  is  based  on  depletion  estimates 
prior  to  the  chlorine  nitrate  developments.  The 
equivalent  southward  distance  will  be  decreased 
in  proportion  to  downward  revisions  expected 
when  the  new  chemistry  is  included  in  the 
model. 

Conclusion 

This  issue  is  still  not  decided.  While  recent 
results  reduce  the  predictions  of  ozone  depletion, 
more  careful  research  is  necessary  and  is  under 
way,  supported  by  industry  and  federal  funding. 
This  researoh  will  provide  the  facts  needed  for 
a wise  decision.  There  is  time  to  get  these  facts 
without  significant  risk.  We  are  dealing  with 
calculated  effects,  not  observed  environmental 
damage. 

Meanwhile,  we  have  initiated  a search  for  al- 
ternatives for  the  major  uses  of  fluorocarbons  as 
a contingency  plan,  and  have  pledged  that  if 
creditable  scientific  data  show  that  oertain  fluoro- 
carbons cannot  be  used  without  a significant 
threat  to  health,  E.  I.  Du  Pont  will  stop  produc- 
tion of  those  compounds. 
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THE  IRON  DEPLETION  SYNDROME 
IN  INFANTS  AND  SMALL  CHILDREN 


Arturo  R.  Hervada,  M.D. 


Iron  undernutrition  is  a leading  nutritional  de- 
ficiency in  the  United  States  of  America  and  in 
the  rest  of  the  world.  When  we  talk  about  iron 
deficiency  and  iron  undernutrition,  we  are  de- 
scribing a pathologic  state  having  a much  wider 
spectrum  than  iron  deficiency  anemia.  Iron  de- 
ficiency not  only  affects  hemoglobin  synthesis, 
but  also  involves  all  cell  systems,  for  iron  is  an 
essential  component  of  enzymes  such  as  gluta- 
thione, peroxidases,  catalases,  cytochrome  oxy- 
dase, and  aconitase.  Cytochromes  are  essential 
in  the  oxidative  metabolism  of  all  living  cells. 
Anemia  is  the  final  clinical  stage  of  an  advanced 
state  of  iron  deficiency  in  the  organism. 

There  are  three  stages  of  the  iron  depletion 
syndrome.  (Table  1) 

TABLE  1 

THREE  STAGES  OF  THE  IRON 
DEPLETION  SYNDROME 

STAGE  I - Hyposiderosis 
Iron  depletion 
STAGE  II  - Sideropenia 

Iron  depletion  with  sideropenia 
Transferrin  saturation  <16% 

STAGE  III  - Iron  deficiency  anemia 
Hemoglobin  < 1 1 gm, 
hematocrit  <33% 

Stage  I — Hyposiderosis.  The  bone  marrow 

stores  of  iron  are  depleted.  This  occurs  in  the 
normal  infant  by  the  time  that  he  is  six  months 
old.  This  stage  can  only  be  diagnosed  by  bone 
marrow  biopsy. 

Dr.  Hervada  is  Professor  and  Associate  Chairman,  Department 
of  Pediatrics,  Jefferson  Medical  College,  Philadelphia. 


This  paper  was  adapted  from  a presentation  to  the  Department 
of  Pediatrics,  Wilmington  Medical  Center. 


Stage  II — Sideropenia.  Hemoglobin  and 

hematocrit  are  still  normal,  but  erythopoiesis  is 
reduced  because  of  low  levels  of  circulating 
transferrin.  This  stage  has  been  studied  by 
Smith  and  Hunter  who  followed  66  normal  chil- 
dren, from  birth  to  18  months  of  age,  dividing 
them  into  three  groups  according  to  the  types 
of  artificial  feedings  that  they  were  given.1  The 
three  formulas  were:  formula  without  iron,  iron- 
enriched  formula,  and  homogenized  cow’s  milk. 
The  criterion  for  the  diagnosis  of  sideropenia  was 
a transferrin  saturation  of  less  than  16%.  Sidero- 
penia was  present  in  the  three  groups.  The 
largest  number  of  children  with  sideropenia  and 
iron  deficiency  anemia  was  found  in  the  group 
fed  homogenized  cow’s  milk,  which  had  an  in- 
cidence of  sideropenia  of  33%  and  with  anemia 
in  59%.  Smith  and  Hunter’s  results  are  sum- 
marized in  Table  2. 

Stage  III — Iron  Deficiency  Anemia.  The  syn- 
drome reaches  its  final  stage  with  the  well- 
known  hypochromic,  microcytic  anemia. 

In  a recent  review  of  this  problem,  Howell 
found  the  incidence  of  iron  deficiency  anemia  in 
children  to  be  between  16%  and  76%,  depend- 
ing on  what  age  and  what  socio-economic  group 
of  patients  were  studied.2  The  peak  occurrence 
is  at  eighteen  months  of  age  although  Karp  in  a 
study  of  inner  city  children  from  five  to  eight 
years  of  age  found  five  percent  of  them  still 
anemic  even  at  this  later  age.3  The  effects  of 
race  on  hemoglobin  concentrations  is  still  un- 
clear; black  children  do  have  lower  hemoglobin 
concentrations  than  white  children  of  similar  age 
and  social  class.4 

In  the  lowest  socio-eoonomic  groups,  a little 
girl  with  iron  deficiency  anemia  may  become  an 
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TABLE  2 

INCIDENCE  OF  IRON  DEFICIENCY 


Diet 

No.  of  Patients 

Sideropenia 

Anemia 

Iron-fortified 
prepared  formula 

(21) 

(7)  33% 

(2)  9.5% 

Prepared  formula 
without  iron 

(21  ) 

(9)  43% 

(6)  28.5% 

Homogenized 
whole  milk 

(24) 

(8)  33% 

(14)  58.3% 

Normal 
(12)  57.5% 
(6)  28.5% 
(2)  8.3% 


Criteria:  Anemia — Hemoglobin  concentration  <11  gm  on  two  consecutive  visits  at  six  months  of  age  or 
older  plus  sideropenia. 

Sideropenia — Transferrin  saturation  <16%  on  two  consecutive  visits  at  six  months  of  age  or  older. 


iron-deficient  adolescent  who  will  eventually  be 
an  iron-deficient  pregnant  woman  who  will  de- 
liver an  infant  who  will  become  iron  deficient — 
a vicious  circle. 

The  symptoms  and  complications  of  iron  de- 
ficiency anemia  are  many.  Table  3 lists  a num- 
ber compiled  from  the  medical  literature. 


TABLE  3 

SYMPTOMS  AND  COMPLICATIONS  OF 
IRON  DEFICIENCY  ANEMIA 

Irritability  and  abnormal  sleeping  patterns 
Edema  and  hypoalbuminemia 
Glossitis  and  angular  stomatitis 
Anorexia  for  solid  foods 
Pica 

Impaired  gastric  function 
Intestinal  malabsorption 
Chronic  duodenitis 
Growth  retardation 
Impaired  learning  ability 
Enteric  blood  loss 

Increased  susceptibility  to  infection  (?) 

A serious  problem  related  to  the  oomplex  symp- 
tomatology of  iron  deficiency  anemia  was  de- 
scribed by  Howell  in  1971  when  she  studied  89 
Philadelphia  children  aged  four  to  five  years 
who  were  enrolled  in  a Head  Start  Program.5 
All  were  anemic.  When  they  were  evaluated  by 
psychologists,  they  were  found  to  have  normal 
intelligence  but  decreased  ability  to  focus  on  a 
specific  learning  project.  Howell  also  found 
that  one-third  of  first  graders  were  unable  to 
learn.  If  they  had  anemia,  when  it  was  corrected 
there  was  a clear  improvement  in  test  perform- 


ance. Similar  results  were  obtained  by  Sulzer 
from  Tulane  University.6 

Chronic  intestinal  bleeding  may  contribute  to 
the  severity  of  iron  deficiency  anemia.  Wilson 
studied  a group  of  34  anemic  infants  from  eight 
to  twenty-five  months  of  age.7  All  of  them  were 
receiving  homogenized  pasteurized  cow’s  milk 
as  the  predominant  component  of  their  diets. 
Eleven  infants  had  previously  been  treated  with 
iron,  and  a few  had  received  blood  transfusions. 
Sixty-two  percent  of  them  had  positive  guaiac 
tests  in  their  stools,  but  none  had  hemorrhagic 
manifestations.  The  entire  group  was  studied 
with  the  erythrocyte  51Cr  labeling  technique. 
Wilson  obtained  the  following  results. 

Ten  patients  ( 30% ) had  no  evidence  of  G.I. 
blood  loss.  Seventeen  patients  (50%)  had  sig- 
nificant enteric  blood  loss.  In  seven  patients 
( 20% ) the  blood  loss  was  not  clearly  related  to 
the  diet. 

The  group  of  seventeen  patients  stopped  bleed- 
ing when  their  diets  were  changed  to  a soybean 
milk  preparation.  It  was  also  found  that  the 
amount  of  gastrointestinal  bleeding  correlated 
with  the  daily  milk  intake;  ohildren  who  drank 
over  nine  hundred  cubic  centimeters  of  whole 
milk  per  day  had  the  highest  enteric  blood  loss. 

Iron  requirements  vary  with  the  developmental 
stages  of  the  child.  The  normal  full-term  infant 
weighs  3.3  kg  (7  lb  4 oz)  and  has  a total  body 
iron  of  242  mg.  At  one  year  of  age  a 10.5  kg 
( 23  lb  3 oz ) infant  has  398  mg  of  body  iron.  In 
one  year  his  iron  stores  have  increased  by  156 
mg;  this  represents  a net  increase  of  0.43  mg  of 
iron  per  day,  and  in  the  second  six  months  of  life 
this  iron  must  be  derived  from  his  diet. 
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At  birth  the  normal  newborn  has  a hemoglobin 
ot:  16- bS  gm.  After  the  first  week  of  life,  hemo- 
globin starts  to  decrease,  and  the  baby  soon  de- 
velops a normochromic,  norrnoeytic  anemia,  the 
so-called  “physiologic  anemia  of  the  newborn.” 
Hemoglobin  decline  reaches  its  nadir  at  two  and 
one-half  to  three  months  of  age;  in  the  premature 
infant  it  occurs  at  six  weeks.  The  decline  is  due 
to  a depression  of  hemoglobin  synthesis  and  ery- 
thopoiesis.  Iron  liberated  from  red  cell  destruc- 
tion ( each  gram  of  hemoglobin  releases  3.4  mg  of 
iron)  is  stored  by  the  infant  to  be  re-utilized  later. 
In  the  term  infant,  this  stored  iron  is  sufficient 
for  hemoglobin  synthesis  for  the  first  six  months 
of  life.  Therefore,  the  normal  term  infant  should 
not  be  anemic  before  this  age,  unless  another 
etiology  is  responsible.  At  about  three  months 
of  age,  the  hemoglobin  is  11  gm,  the  lowest 
normal  hemoglobin  concentration  during  the  en- 
tire life  span  of  a human  being.  By  now  eryth- 
roid  activity  has  resumed,  and  the  reticulocyte 
count  and  hemoglobin  concentration  are  rising. 


Today  there  is  good  evidence  that  normal  term 
infants  who  are  fed  iron-enriched  formulas  from 
birth  will  have  sufficient  iron  for  the  first  year  of 
life. 

Iron  deficiency  anemia  responds  well  when 
treated  with  oral  preparations  of  ferrous  sulfate 
in  a dose  of  4 mg  of  elemental  iron  per  kilo  per 
day  in  divided  doses.  The  therapy  must  last 
for  at  least  two  months;  however,  therapeutic 
compliance  with  this  medication  regimen  is  very 
poor.  Most  mothers  simply  do  not  seem  to  be 
able  to  give  multiple  daily  oral  medications  for 
so  long  a period.  In  our  ambulatory  program, 
anemic  children  treated  with  iron  are  frequently 
anemic  several  months  later. 

Because  of  high  incidence  of  therapeutic 
failure  due  to  non-compliance,  the  emphasis  must 
be  on  prevention  rather  than  therapy.  Iron-rich 
foods  should  be  started  at  five  to  six  months  of 
age  at  a time  when  the  normal  infant  needs 
twelve  mg  of  iron  per  day  just  to  support  normal 
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hemoglobin  synthesis  requirements.  Thus  the 
role  of  cow’s  milk  as  a prime  staple  in  the  child’s 
diet  at  this  time  must  be  reevaluated  and  de- 
emphasized.  Cow’s  milk  is  not  a nutritional 
panacea  as  was  believed  by  nutritionists  forty 
years  ago.  There  is  actually  Ettle  reason  for 
humans  to  drink  large  amounts  of  cow’s  milk 
ie,  more  than  twelve  to  sixteen  ounces  per  day 
after  eight  to  ten  months  of  life.  (Although  it 
goes  against  popular  and  old  medical  beliefs  and 
seems  entrenched  forever  in  our  sooietal  folklore, 
man  and  the  domestic  cat  are  the  only  two  mam- 
mals that  drink  milk  after  being  weaned. ) Cow’s 
milk  has  practically  no  iron  (0.5  mg/liter).  As 
long  as  children  between  the  ages  of  twelve  and 
twenty-four  months  of  age  drink  five  eight-ounce 
bottles  of  cow’s  milk  per  day  and  their  diet  con- 
sists of  little  else,  they  will  be  anemic.  Their  ap- 
petites will  be  satisfied  with  the  calories  from 
the  milk,  but  they  will  not  be  getting  the  iron 
they  need  from  their  diet.  After  a child  is  ten 
to  twelve  months  of  age  the  amount  of  cow’s 
milk  in  his  diet  must  be  curtailed. 

Dietary  emphasis  in  children  should  be  placed 


on  iron-containing  foods.  Man  is  basically  a 
carnivorous  animal,  and  the  richest  iron-contain- 
ing foods  are  meats  although  there  is  much  oon- 
fusion  and  misinformation  regarding  which  foods 
are  rich  in  iron  and  which  are  not.  Table  4 gives 
the  iron  content  in  milligrams  of  a variety  of 
them.  Eggs  are  a very  poor  source  of  iron,  not 
only  by  total  content  but  also  in  the  bioavaila- 
bility of  this  iron.8 


TABLE  4 

FOOD  STAPLES  RICH  IN  IRON* 

(All  figures  for  100  gm  servings) 

Fe  mg 


Pork  Liver,  fried  21.0 

Lamb  Liver,  fried  14.7 

Calf  Liver,  cooked  12.5 

Beef  Kidney,  stewed  9.4 

Wheatgerm  9.2 

Beef  Liver,  fried  7.8 

Chick  peas  6.9 

Dry  peaches  6.0 

Beef  hamburger  meat  3.9 

Sirloin  steak  3.6 

White  beans,  cooked  2.7 

Soybeans,  cooked  2.5 

Spinach,  cooked  2.0 


'Bowes,  Church:  Food  Values  of  Portions  Commonly  Used,  12th 
ed,  Revised  by  CF  Church  and  HN  Church.  JB  Lippincott  Co, 
Philadelphia,  1975. 


Summary 

Iron  depletion  syndromes  in  infants  and  small 
children  will  be  with  us  until  physicians,  dieti- 
tians, and  nutritionists  educate  patients  to  em- 
phasize staples  that  are  truly  rich  in  iron  con- 
tent with  de-emphasis  of  cow’s  milk  in  children’s 
diets. 
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THE  EPIDEMIC  OF  1976-77 
SWINE  FLU  OR  HOGWASH? 

When  Congress  passed  special  legislation  al- 
lowing the  federal  government  to  accept  responsi- 
bility for  adverse  effects  of  the  swine  influenza 
vaccine,  it  cleared  the  way  for  the  mass  immuni- 
zation program  of  the  fall  and  winter  of  1976 
promised  by  public  health  officials.  How  suc- 
cessful this  program  will  be  depends  upon  many 
factors,  including  the  mood  of  the  American 
people  and  the  cooperation  of  private  physicians. 
Federal  spokesmen  admit  that  they  are  depend- 
ing upon  the  private  physician  for  vaccination 
of  approximately  one-third  of  the  anticipated 
recipients.  More  important  is  the  fact  that  these 
individuals  constitute  the  high  risk  group  of  pa- 
tients who  are  in  most  need  of  protection. 

Disregarding  any  political  ramifications  of 
the  swine  flu  affair,  the  emergence  of  A/New 
Jersey/76  early  this  year  afforded  epidemiologists 
their  first  opportunity  to  prepare  a vaccine  for  a 
new  antigenic  strain  of  influenza  before  the  oc- 
currence of  an  epidemic.  From  the  standpoint 
of  the  epidemiology  of  influenza,  there  can  be 
no  question  that  this  experience  of  1976  will  be 
of  great  value,  if  an  adequate  number  of  in- 
dividuals take  part  in  the  program. 

Children  returning  to  school  in  the  fall  of  each 
year  constitute  an  important  reservoir  for  the 
transmission  of  influenza,  though  they  themselves 
do  not  suffer  serious  illness  from  the  disease. 
Since  flu  vaccine  causes  more  frequent  and  more 
severe  side  effects  in  children,  there  is  a natural 
reluctance  among  parents  and  physicians  to  vac- 
cinate this  group.  Chances  of  preventing  an 
epidemic  are  thus  slight,  and  the  only  alternative 
is  to  try  to  prevent  the  disease  in  adults. 

What  are  the  probabilities  of  an  epidemic  of 
swine  flu  influenza  during  the  winter  season  of 
1976-77?  At  the  time  of  this  writing  (the  end 
of  August),  there  have  been  no  outbreaks  of 
swine  flu  infection  anywhere  in  the  world  despite 
a higher  than  usual  incidence  of  influenza  in  the 
southern  hemisphere.  Since  the  swine  flu  epi- 


demic of  1917-18  spread  rapidly  around  the 
world,  one  would  expect  our  travel-oriented  so- 
ciety to  provide  an  even  greater  propensity  for 
the  occurrence  of  influenza  outbreaks  elsewhere 
in  the  world.  Therefore,  an  epidemic  in  the 
United  States  this  season  seems  unlikely. 

If  an  epidemic  of  swine  flu  does  occur,  can  we 
anticipate  a high  mortality  rate  suoh  as  occurred 
in  the  1918  epidemic?  In  limited  studies  done 
in  England,  the  current  swine  flu  virus  did  not 
have  a particularly  serious  effect  in  human  volun- 
teers, and  federal  officials  admit  that  the  likening 
of  the  Fort  Dix  strain  of  flu  to  the  1918  epidemic 
was  done  primarily  to  expedite  general  accept- 
ance of  the  proposed  1976  immunization  pro- 
gram. Some  authorities  have  suggested  that 
modern  medicine  with  antibiotics  and  respiratory 
support  therapy  could  prevent  a great  number 
of  deaths  such  as  occurred  in  the  1918  pandemic. 
One  should  not,  however,  put  too  much  reliance 
on  antibiotics  to  prevent  pneumonia  deaths.  In 
the  Wilmington  area  in  the  1975-76  outbreak  of 
A/Victoria/75  influenza,  patients  died  of  staphy- 
lococcal pneumonia  despite  the  prompt  adminis- 
tration of  highly  effective  anti-staphylococcal 
agents.  This  recent  experience  emphasizes  the 
desirability  of  an  efficient  vaccination  program 
prior  to  an  actual  outbreak  of  influenza. 

As  mentioned  earlier  in  this  discussion,  the 
successful  completion  of  this  nationwide  vaccina- 
tion program  requires  that  private  physicians 
vaccinate  a large  number  of  patients  in  their 
offices.  In  the  legislation  passed  by  Congress, 
however,  physicians  who  charge  for  this  service 
will  not  be  covered  under  the  federal  liability 
program.  Since  the  vaccine  is  supplied  by  the 
federal  government,  there  should  obviously  be 
no  charge  for  the  material,  but  it  does  not  seem 
unreasonable  for  physicians  to  charge  for  their 
time  and  that  of  their  employees. 

The  federal  government  has  specifically  re- 
quested that  physicians  spend  adequate  time 
reviewing  informed  consent  with  each  prospec- 
tive vaccinee. 
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Public  health  officials  infer  that  it  will  be  a 
simple  task  for  the  physician  to  present  the  in- 
fluenza program  to  each  patient  and  allow  him 
to  decide  whether  or  not  to  participate.  In  deal- 
ing with  his  private  patients,  the  physician  is 
given  the  option  of  obtaining  signed  “informed 
consent”  or,  preferably,  discussing  the  program 
with  the  patient  in  detail  and  accepting  verbal 
understanding  and  consent.  It  is  rather  ironic 
that  the  federal  government  attempted  to  side- 
step the  touchy  issue  of  “informed  consent”  by 
using  the  term  “registration  form”  for  the  “in- 
formed consent  form”  to  be  used  in  public  clinics. 
Perhaps  informed  consent  is  more  time-consum- 
ing and  problematical  than  the  federal  govern- 
ment would  like  to  admit. 

To  summarize  the  private  physicians  role  in 
the  influenza  vaccination  campaign,  the  follow- 
ing observations  seem  pertinent.  First,  it  appears 
desirable  for  public  health  and  scientific  reasons 
to  immunize  as  many  individuals  as  possible. 
Second,  the  primary  physician  will  have  to 


shoulder  the  major  load  of  this  vaccination  pro- 
gram either  in  his  private  office  or  as  a volunteer 
in  a public  clinic.  Since  the  physician  will  not 
be  allowed  to  make  a reasonable  charge  for  vac- 
cine administration  in  his  office  (and  remain  un- 
der the  umbrella  of  federal  liability  insurance), 
it  is  probable  that  he  will  urge  his  patients  to 
attend  one  of  the  public  clinics  offering  the  vac- 
oine.  Unfortunately,  the  long  waiting  lines  usually 
found  at  such  clinics  will  discourage  many  in- 
dividuals from  utilizing  this  source  of  vaccina- 
tion. It  appears  that  the  physician  will  have  to 
assume  the  responsibility  of  immunizing  his 
“high  risk”  patients. 

Another  question  concerning  the  upcoming  in- 
fluenza season  is  whether  or  not  “low  risk”  pa- 
tients should  be  offered  separate  vaccine  con- 
taining the  Victoria  strain  of  influenza  since  they 
will  not  qualify  for  the  combined  vacoine  at  the 
public  clinics.  The  severity  of  last  season’s  Vic- 
toria influenza  illness  would  lend  support  to  the 
proponents  of  additional  vaccine  administration. 
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Another  controversial  question  is  the  role  of 
amantadine  in  the  prevention  of  swine  flu  in  the 
unvaccinated  individual  or  as  adjunctive  therapy 
in  high  risk  patients  during  an  epidemic  of  in- 
fluenza. In  vitro  data  suggest  that  amantadine 
is  effective  against  the  swine  flu  virus,  the  Hong 
Kong  virus,  and  the  Victoria  virus.  The  Food 
and  Drug  Administration,  however,  has  not  au- 
thorized the  use  of  this  agent  in  the  prevention 
of  influenza  due  to  these  newer  strains  so  that 
only  limited  clinical  experience  has  been  ob- 
tained. Some  authorities  have  recommended 
stockpiling  the  swine  flu  vaccine,  administering 
it  only  if  an  epidemic  occurs,  and  utilizing  aman- 
tadine to  fill  the  gap.  The  necessary  experience 
to  determine  the  efficacy  of  amantadine  in  this 
setting  has  not  been  obtained,  but  it  should  be 
noted  that  the  incidence  of  side  effects  from  this 
agent  is  significantly  higher  in  the  older  patient 
who  would  be  the  most  likely  candidate  for  its 
administration. 

Finally,  the  suggestion  has  been  made  that 
swine  flu  control  could  be  accomplished  if  the 
government  would  be  willing  to  enforce  a pro- 
gram for  the  immunization  of  the  American  pig 
population.  This  suggestion  provoked  a violent 
response  from  representatives  of  the  pork  indus- 
try so  it  appears  that  pigs  are  no  easier  to  vac- 
oinate  than  people. 

The  entire  adult  population  (over  22  years  of 
age)  should  be  encouraged  to  obtain  swine  flu 
vaccine.  Side  effects  are  almost  non-existent,  and 
the  scientific  benefit  to  be  gained  from  mass  par- 
ticipation is  tremendous.  And  just  possibly  there 
may  be  an  outbreak  of  swine  influenza. 

William  J.  Holloway,  M.D. 

Director,  Infectious  Disease  Research  Laboratory,  Wilmington 
Medical  Center. 


THE  DELAWARE  PHYSICIAN  AND  THE  AMA 

Why  do  we  physicians  shift  uneasily  when 
we  hear,  “If  you  doctors  don’t  correct  the  prob- 
lems in  medicine,  we  in  Congress  will  have  to 
respond  to  the  public’s  pressure  and  clamor  and 
change  medioine  the  way  we  see  it,  which  may 
not  be  your  way”?  Why  do  we  feel  threatened, 
even  though  we  realize  that  the  Congressman 
delivering  this  speech  may  deliver  it  to  many 
other  groups  merely  by  substituting  lawyers, 
pharmacists,  members  of  Chambers  of  Com- 
merce, farmers,  teachers,  law  enforcement 
bodies,  etc.? 

The  threat  is  effective  because  we  all  know 
that  while  we  are  busily  and  diligently  pursuing 
our  chosen  profession  of  medicine  we  are  un- 
easily hoping  that  maybe  Dr.  Joe  Doe  or  the 
American  Medical  Association  is  tending  to  our 
political  affairs. 

“Shouldn’t  someone  be  protecting  me  since  I 
know  I am  spending  time  doing  the  best  pos- 
sible job  I can?”  we  complain.  “I  pay  enough 
dues  to  the  American  Medical  Association.  What 
have  they  done  for  medicine?  What  are  they 
doing  for  me  now?”  ( A thought  from  the  Bible  in 
answer  to  these  last  questions:  “A  gift  without 
the  giver  is  bare!”) 

This  question  is  frequently  placed  before  dele- 
gates to  the  AMA:  “What  does  the  AMA  do  for 
me  and  my  fellow  physicians?”  The  quick  re- 
sponse— that  the  AMA  does  whatever  its  mem- 
bers individually  and  collectively  desire — needs 
to  have  specific  examples  relative  to  the  Medical 
Society  of  Delaware  in  order  to  have  meaning. 
In  the  last  four  years  our  State  Society  has  sub- 
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mitted  two  resolutions  to  the  AMA,  both  of 
which  were  studied.  One  was  rejected;  the 
second  was  first  rejected  but,  after  an  appeal  by 
your  delegate  on  the  floor  of  the  AMA  House 
of  Delegates,  was  accepted  and  is  presently  be- 
ing considered  as  a possible  method  to  solve  the 
AMA’s  need  for  a self-owned  liability  insurance 
company. 

Even  our  first  resolution  (which  called  for 
more  recognition  of  alternate  delegates)  is  now 
a rule  of  the  House  of  Delegates.  In  other 
words,  we,  one  of  the  smallest  states  in  the  AMA, 
with  only  one  representative,  have  scored  twice 
in  presenting  resolutions  at  the  national  level. 

The  AMA  has  recently  fought  vigorously  to 
protect  the  types  and  members  of  residencies 
from  federal  control.  It  is  aotively  championing 
the  rights  of  physicians  in  the  development  of 
utilization  review  regulations.  It  has  voted 
$2,000,000  to  aid  in  establishing  a professional 
liability  re-insurance  firm.  It  is  regularly  en- 
gaged in  training  state,  looal,  and  specialty 


society  executive  staff  and  society  members  in 
the  art  of  skillful  negotiation.  It  is  a leading 
proponent  of  support  for  bio-medical  research. 
Dr.  Irvine  H.  Page,  M.D.,  editor  of  Modern 
Medicine,  recently  wrote  in  reference  to  the 
AMA  House  of  Delegates’  ten-point  statement 
in  support  of  bio-medical  research,  that  this 
action  “.  . . is  of  special  significance,  because 
it  indicates  the  AMA’s  newly  aroused  concern 
for  research,  part  of  a renewal  process  that  is 
invading  the  entire  organizational  structure.  It 
is  time  for  those  who  lacked  faith  in  the  AMA 
leadership  to  look  again.” 

In  my  opinion,  each  member  of  the  medical 
profession  in  Delaware  should  not  only  give  his 
dues  to  the  AMA,  but  also  give  of  himself.  Only 
if  the  one  hundred  percent  dedication  of  every 
physician  fails  can  we  say  that  the  AMA  as  an 
organization  has  failed.  Working  together  we 
can  change  and  make  better  any  organization, 
our  own  included. 

R.J.B. 
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^etterd  to  the  Editor 


To  the  Editor: 

I am  forwarding  this  letter  to  you,  but  I am 
addressing  it  to  the  reviewer  who  critiqued  the 
text,  Guide  to  Patient  Evaluation,  by  Jacques  L. 
Sherman,  Jr.,  M.D.  and  Sylvia  K.  Fields,  R.N., 
M.A.,  in  your  June  1976  issue. 

This  particular  critique  came  to  my  attention 
because  / happen  to  be  one  of  those  “pretty 
girls”  who  was  used  in  the  illustrating  of  that 
text.  This  male  chauvinist  slur  is  even  too  in- 
fantile to  comment  on,  and  I wish  to  inform  him 
that  I happen  to  also  be  a Registered  Nurse  Prac- 
titioner when  I am  not  being  merely  a “pretty 
girl.”  I wish  that  I could  assume  the  reviewer 
to  be  misinformed  about  the  expanded  role  of 
registered  nurses,  but  his  uninformed  ignorance 
is  transparent  in  his  slanted  critique  packed  with 
insulting  innuendoes. 

In  ease  he  is  also  unaware,  registered  nurse 
practitioners  receive  totally  different  training 
from  that  of  a physician,  and  therefore  separate 
texts — geared  at  our  level  of  specialty — are  often 
necessary.  (By  the  way,  I have  actually  had 
medical  students  use  this  text  as  a reference,  and 
not  even  one  of  them  felt  that  he  was  lowering 
himself  by  learning  from  a text  written  for 
nurses!  ! ) 

In  actuality,  Nurse  Practitioners  are  a rela- 
tively new  profession,  and  we  assume  many  re- 
sponsibilities previously  afforded  only  to  phy- 
sicians. After  receiving  further  extensive  train- 
ing in  a university,  we  are  capable  of  obtaining 
complete  histories  and  performing  complete  phy- 
sical examinations,  and,  depending  on  our  in- 
dividual setting  and  any  hospital  policies,  we 
may  funotion  relatively  independently.  Several 
Nurse  Practitioners  have  actually  gone  into  pri- 
vate practice,  and  have  been  quite  successful! 

Speaking  for  myself,  I am  the  primary  health 
care  practitioner  for  a 10-bed,  in-hospital  patient 
unit.  After  obtaining  a history  and  physical,  I 
order  any  laboratory  work,  radiologic  examina- 


tions, consultations,  medications,  referrals  that  I 
deem  appropriate.  I have  access  to  a physician 
as  a consultant  for  any  problems  or  questions 
that  I feel  are  beyond  my  limitations.  (Please 
note  that  I perform  all  these  feats  with  my  own 
female  cerebrum — and  without  the  crutch  of 
“algorithms  written  by  a physician”  as  suggested 
by  the  reviewer.) 

I gravely  resent  the  symbolism  of  nurses  being 
unable  to  perform  any  intellectual  tasks  beyond 
those  of  emptying  bedpans,  taking  pulses,  dis- 
pensing medications,  and  gazing  up  at  physicians 
in  awe  for  all  their  magical  wisdom  and  unreach- 
able knowledge.  The  reviewer  in  question  sounds 
like  an  omnipotent  physician  with  a castrating 
fear  of  any  other  female  professional  (be  it  fe- 
male R.N.  or  female  M.D.)  that  threatens  to 
usurp  his  unquestionable  power.  Why  must 
these  antiquated  physicians  oppose  nurses  willing 
to  accept  an  expanded  role,  rather  than  realizing 
that  our  new  role  would  not  only  simplify  their 
role,  but  would,  and  this  is  most  important  of 
all,  improve  the  quality  of  patient  care?  Luckily 
for  me,  most  physicians  I work  with  have  come 
to  this  realization,  and  have  been  most  supportive 
of  my  role. 

Of  course  I realize  that  you  publish  a medical 
journal  geared  mainly  at  physicians,  but  you 
have  done  a great  injustice  to  nurses  in  general, 
and  to  nurse  practitioners  in  particular.  I feel 
that  you  owe  it  to  the  education  of  your  readers 
to  print  either  this  letter  of  protest,  or  a letter 
of  apology  to  the  thousands  that  you  have  of- 
fended through  an  ignorant  and  sexist  review. 

If  the  patient  is  to  be  considered  the  primary 
focus  of  all  health  care  professionals,  we  must 
learn  to  work  together  and  to  respect  each  other’s 
knowledge.  I regret  to  say  that  I would  be 
ashamed  to  call  this  reviewer  (if  he  is  indeed  a 
physician)  my  co-professional — not  because  he 
is  male  and  a physician,  but  because  his  prejudice 
and  ignorance  is  contributing  to  co-professionals 
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not  working  together  as  a team  to  provide  the 
best  health  care  possible. 

Susan  D.  DiStefano 
38  Bonnie  Lane 
Stonybrook,  Long  Island 
New  York 

Editor’s  Note:  The  reader  should  know  that  the  book  review 
Guide  to  Patient  Evaluation  was  written  by  a female  M.D.  with  a 
considerable  experience  in  teaching  both  medical  students  and  nurse 
clinicians.  It  is  the  editor’s  opinion  that  the  author  was  well 
qualified  to  review  this  book. 

* * * 

To  the  Editor: 

What  to  do  for  the  chronically  ill  elderly  is  an 
increasingly  visible  problem;  the  aged  popula- 
tion continues  to  grow.  Yet  the  group  of  aged 
who  are  handicapped  physically,  mentally,  and 
emotionally  continue  to  conjure  up  the  image 
“untouchables.”  These  are  die  institutionalized 
aged,  those  who  have  relinquished  their  inde- 
pendence and  whose' fate  is  now  protected  and 
cared  for  by  others. 
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Where  there  once  was  little  hope  for  the  aged 
infirm,  there  is  now  optimism;  the  crucial  factors 
which  will  facilitate  or  forestall  this  change  are 
the  interest  and  aggressiveness  of  the  health  care 
professionals. 

The  guise  of  securing  the  health  and  safety 
of  the  elderly  through  traditional  institutional 
care  must  be  removed.  Rehabilitation  and  re- 
storative care  are  the.  vehicles  for  meeting  the 
needs  of  the  expanding  aged  population,  and 
it  is  time  that  those  in  related  services  gear  them- 
selves toward  aggressive  treatment  of  the  “illness” 
of  old  age. 

We  are  all  conditioned  to  have  bad  expecta- 
tions of  old  age.  It  looms  as  a gradual  downhill 
slide  marked  by  progressive  losses  and  deterior- 
ation, and  ending  in  death.  It  is  no  surprise  that 
depression,  mental  illness,  and  suicide  are  preva- 
lent among  the  elderly. 

At  the  first  sign  of  loss,  be  it  of  a spouse,  or 
the  development  of  a physical  disability,  an  in- 
dividual is  often  shocked  by  the  realization  that 
he  may  be  entering  the  final  phase  of  life;  the 
older  person  who  reaches  this  stage  now  looks 
to  his  own  experience  and  his  surroundings  for  a 
cue  as  to  what  direction  his  life  will  take.  A de- 
cision must  be  made  about  how  he  will  manage 
or  be  managed,  probably  for  the  rest  of  his  life. 
It  is  here  where  the  type  of  health  care  he  will 
be  subjected  to  is  critical.  At  this  point,  it  often 
falls  to  a physioian  to  provide  the  cues  for  future 
development;  it  is  imperative  that  the  patient  be 
presented  with  positive,  meaningful  support. 

Life  for  a patient  ought  to  be  well  planned 
and  carried  through  the  entire  institutional  stay, 
regardless  of  whether  that  be  a month,  a year, 
or  a decade.  To  minimize  the  changes  the  new 
environment  will  bring,  to  disguise  the  potential 
hardships,  or  to  insist  on  blind  acceptance  is 
naive.  Rather,  the  encouragement  of  frank  talk 
about  feelings  and  expectations  provides  good 
ventilation  for  the  volatile  emotions  which  sooner 
or  later  must  be  expressed,  often  as  confusion, 
incontinence,  irascibility,  apathy,  all  leading  to 
that  least  meaningful  label,  senility. 

Individual  freedom  and  dignity,  which  include 
the  right  to  choose  and  refuse,  should  continue; 
mental  and  physical  freedom  should  be  actively 
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you  would  rather  not  spend  30  or  40  hours 
yearfilling  out  these  and  other  ERISA  forms 
nd  worrying  if  they  are  correct  and  on  time 
o you  won’t  be  penalized,  call  the  PRO’S 

almost  any  evaluation  of  your  time,  PRO  ERISA 
•mpliance  and  Reporting  Service  is  a bargain  for 
j.  Add  the  risk  of  penalties  if  you  do  the  work 
y jrself  and  PRO  makes  even  more  sense. 

FiO  knows  ERISA  like  you  know  medicine.  It’s 
sjiply  a matter  of  specialization.  PRO  has  been  in 
t retirement  planning  business  for  more  than  14 
yjars  and  now  services  several  thousand  accounts. 

F 0 will  assume  complete  responsibility  for  prepa- 
rj  on  of  all  your  required  reports:  plan  descriptions, 

F;  n amendments,  annual  reports,  employee  benefit 
sjtements,  etc.  We  make  sure  your  plan  complies 
* h the  new  and  more  complex  ERISA  act  of  1974 
aj1  we  help  you  avoid  tax  and  other  penalties. 


How  much  does  PRO  service  cost?  Only  a fraction 
of  the  value  of  the  time  you  and  your  office  staff 
might  spend  on  the  work.  Get  the  complete  details. 


Free  booklet! 


Tells  what  ERISA  requires  of  you 
and  what  the  penalties  are. 
Phone  or  write  for  your  copy. 


PRO  SERVICES 

1107  Bethlehem  Pike  • Flourtown,  PA  19031 
251-836-1300  or  212-431-7355 


Letters  to  the  Editor 


'If  YOUR  PATIENTS  ARE  ^ 
ON  A RESTRICTED  DIET... 
"V/E  CAN  HELP" 


We  have  a large  selection  of 

• LOW  SODIUM  FOODS 

• SUGAR  FREE  FOODS 

• FOODS  FREE  OF  PRESERVATIVES 

• NATURAL  FIBER  FOODS 

• ALLERGY  SUBSTITUTE  FOODS 

• WHEAT  and  DAIRY  FREE  FOODS 

NATURE'S  WAY 


NEWARK  IN.  WILMINGTON 

CASTLE  MALL  I MARSH  & SILVERSIDE 


737-7986 


475-5185 


encouraged  despite  residence  in  an  institution. 
Dependent  behavior  may  be  easier  for  over- 
worked staff,  but  it  is  devastating  to  the  achieve- 
ment of  physical  and  mental  goals;  assertive  be- 
havior is  far  more  therapeutic. 

The  power  to  manipulate  and  control  the  aged 
infirm  is  easy;  it  is  unjust  and  often  abused.  A 
more  altruistic  attitude  is  to  accept  the  task  of 
helping  the  elderly  to  help  themselves,  to  retain 
or  rebuild  a sense  of  personal  dignity  and  self- 
worth.  This  demands  that  those  involved  in  pa- 
tient care  carefully  examine  their  own  motives, 
feelings,  and  expectations  for  the  elderly.  An 
attitude  of  positiveness  coupled  with  the  willing- 
ness to  seek  alternatives  is  essential. 


Taking  a piercing  look  into  an  individual’s 
personality  may  reveal  clues  to  behavior  other- 
wise tossed  off  to  “senility.”  An  aggressive  effort 


to  uncover  causes  may  lead  to  more  constructive 
solutions  and  often  to  the  satisfaction  that  comes 
with  solving  a problem  rather  than  camouflag- 
ing it.  This  is  not  to  say  that  every  wandering, 
disoriented  patient  will  one  day  return  to  an 
independent  fife;  it  is  to  say  that  physical  re- 
straints, heavy  sedation,  diapers,  silly  handicrafts, 
white  gowns,  and  snappy  schedules  may  be  ex- 
cuses for  not  dealing  with  the  difficult  work  of 
redirecting  unacceptable  behavior,  encouraging 
appropriate  behavior,  and  expeofcing  progress. 

There  are  so  many  new  approaches  to  rehabili- 
tation on  all  levels  that  there  is  no  longer  any 
excuse  for  the  stereotyped  nursing  home  to  exist. 
Reality  orientation,  remotivation  therapy,  pre- 
retirement counseling,  physical  therapy,  environ- 
mental planning,  social  services  self-awareness 
groups,  coordinated  patient  activity  planning,  job 
opportunities,  and  new  nursing  and  medical  tech- 
niques are  excellent  tools  toward  rehabilitation 
and  can  be  adopted,  at  least  in  part,  by  any 
facility. 

The  aggressive  pursuit  of  restorative  care  in 
institutions  will  produoe  far-ranging  benefits. 
For  the  elderly  infirm,  it  will  regenerate  an  at- 
mosphere of  hope  and  interest  or,  at  the  very 
least,  set  a climate  for  exercising  thoughts,  con- 
cerns, and  plans  for  living  or  dying.  Physicians, 
nurses,  all  varieties  of  therapists  will  have  better 
reason  for  applying  their  skills  since  their  think- 
ing will  be  geared  not  towards  the  goal  of  curing, 
but  towards  a more  subtle  conclusion  of  helping 
the  patient  to  cope  with  himself. 

Perhaps  ultimately  the  aged  will  come  to  be 
viewed  less  as  a burden,  and  we  will  turn  our 
attention  toward  using  the  experience  of  the 
elderly  as  a resource  for  teaching  the  young 
about  communicating  feelings,  overcoming  hard- 
ships, thinking  about  death,  and  coping  with 
fife. 

Cynthia  Fazio 

Mrs.  Fazio  was  the  Director  of  Activities  at  Kendal  At  Long- 
wood  at  the  time  this  article  was  written. 
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THE  HYPERACTIVE  CHILD  WITH  MINIMAL  BRAIN 
DYSFUNCTION  by  J.  Gordon  Millichap,  M.D.  Year 
Book  Medical  Publishers,  Chicago,  1975.  146  pp. 
INus.  Price  $1  0.95. 

Dr.  Millichap,  a recognized  authority  in  the 
field,  proposes  in  his  preface  that  this  book  “is 
written  for  the  pediatrician  and  general  practi- 
tioner as  well  as  for  the  concerned  parent,  the 
interested  teacher  and  student,  and  the  informed 
layman.”  Some  of  this  book,  perhaps,  is  too  in- 
volved for  the  non-professionals,  but,  in  general, 
it  provides  a good  review  of  the  problem  as  men- 
tioned in  the  title.  It  presents  almost  a mini- 
review  of  child  neurology  as  it  relates  to  brain 
function,  child  development,  learning,  and  even 
, seizures. 

Through  a question  and  answer  format,  the 
definitions  and  causes  of  hyperactivity  and  the 
l learning  disabled  child  are  undertaken  success- 
fully. The  book  proceeds  through  a series  of 
I chapters — EEG,  Causes,  Symptoms,  Speech  and 
!'  Language  Disorders,  and  Dyslexia — to  describe 
jl  the  various  syndromes  seen  in  this  collection  of 
jt  disorders  as  they  relate  to  minimal  brain  dys- 
ji  function.  It  then  proceeds  to  deal  with  the  diag- 
i nostic  evaluation,  differential  diagnosis,  and  treat- 
i|  ment.  The  final  chapter  concludes  with  some 
lease  histories  that  tend  to  demonstrate  the  man- 
ner in  which  it  can  all  be  oo Hated. 

j Along  the  way,  this  book  has  a good  section 
on  definitions,  descriptive  neurologic  terms,  and 
^summaries  of  developmental  aspects  of  ohildren. 
j It  also  has  a section  discussing  the  rationale  and 
Slack  of  same  for  some  proposed  but  unproven 
: j treatment  plans. 

IThis  concise  (168  pages  including  a surpris- 
ingly complete  index ) and  generally  precise  book 
does  admirably  fulfill  its  intention.  The  minor 
complaint  of  some  repetition  of  information  is 
clearly  related  to  its  question  and  answer  for- 
! pat,  and  the  occasional  dogmatic  responses,  at 
li  limes  at  least,  are  related  to  the  brevity  of  the 
Saook. 
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I recommend  this  book  to  any  physician  in- 
volved in  the  care  of  children  and,  with  minor 
reservations,  to  the  parents  of  children  with  these 
types  of  problems. 

Ted  E.  Chronister,  M.D. 


« U£  MS 

A SHORT  TEXTBOOK  OF  MEDICAL  MICROBIOLOGY 
by  D.  C.  Turk  and  I.  A.  Porter,  English  University 
Press  Publications,  1973. 

The  compaot  paperback  reference  book  has 
become  a popuar  crutch  in  medicine  as  well  as 
other  scientific  disciplines.  The  Merck  Manual 
and  its  many  cousins  have  served  well  the  medi- 
cal student,  house  officer,  and  paramedical  per- 
son in  need  of  a ready  reference  source.  I would 
not  gainsay  the  value  of  such  publications  but 
point  out  that  the  need  to  be  compaot  limits  the 
amount  and  soope  of  information  that  can  be 
presented. 

The  authors  preface  this  short  ‘extbook  of 
medical  microbiology  with  the  statement  that 
they  are  preparing  this  volume  for  -eady  refer- 
ence to  aid  the  medical  student  in  his  micro- 
biologic orientation.  Unfortunately,  they  extend 
this  orientation  to  include  the  history,  ecology, 
and  physiology  of  microbiology,  pathogenesis 
and  host  defense,  immunology,  bacterial  morph- 
ology, the  rickettsia  and  chlamydia,  and  the 
viruses,  fungi,  and  protozoa.  In  addition,  they 
discuss  the  collection  and  examination  of  speci- 
mens, diagnostic  serology,  and  skin  testing  and 
proceed  into  the  subject  of  the  prevention  and 
treatment  of  microbial  diseases  including  hospital 
infection  control,  immunization,  and  antimi- 
crobial therapy. 

Without  questioning  the  intentions  or  ability 
of  the  authors,  I am  overwhelmed  by  the  range 
of  material  included  and  dismayed  at  the  sketchy 
manner  in  which  each  subject  is  considered.  For 
example,  in  the  one-half  page  allotted  to  the 
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anaerobic  gram-negative  organisms,  one  finds  the 
only  reference  to  the  increasingly  important  B. 
fragilis,  and,  indeed,  this  reference  oontains  errors 
concerning  the  clinical  significance  of  this  and 
other  anaerobes. 

Despite  the  obvious  need  to  be  brief,  the 
authors  frequently  digress  into  minutiae  too  in- 
significant to  include  in  such  a short  volume,  and 
some  of  these  digressions  are  misleading.  For 
instance,  in  the  discussion  of  the  mycoplasma, 
the  authors  point  out  that  the  serum  of  patients 
infected  with  Mycoplasma  pneumoniae  at  times 
shows  agglutinins  for  a streptococcal  strain 
known  as  streptococcus  MG.  They  speculate 
that  this  may  be  evidence  that  Mycoplasma 
pneumoniae  is  the  L-form  of  this  particular  strain 
of  streptococcus.  This  was,  at  one  time,  a pet 
theory  of  the  late  York  Crawford  (a  pioneer 
investigator  of  mycoplasma),  but  cell  chemistry 
analyses  carried  out  a number  of  years  ago  laid 
this  theory  to  rest. 

Finally,  it  is  unfortunate  that  these  authors 
felt  compelled  to  add  a brief  section  on  antibiotic 
therapy.  A microbiology  text  is  not  the  proper 
forum  for  a discussion  of  proper  antibiotic  utili- 
zation, and  this  brief  treatise  contains  misleading, 
if  not  erroneous,  data.  The  suggestions  that 
chlorampheniool  is  a reasonable  drug  to  use  in 
problem  staphyloooccal  infections  and  that  clin- 
damycin penetrates  in  the  bone  better  than  most 
antibiotics  and,  therefore,  is  a primary  drug  in 
the  treatment  of  osteomyelitis  are  only  two  ex- 
amples of  a number  of  minor  mistakes  in  this 
section  (lincomycin  continues  to  be  preferred  to 
clindamycin  in  the  treatment  of  osteomyelitis). 


A more  disturbing  allegation  made  by  the 
authors  is  that  naladixic  acid  should  be  used 
frequently  in  the  treatment  of  urinary  infections. 
A more  correct  appraisal  would  be  that  naladixic 
acid  should  seldom,  if  ever,  be  used  in  the  treat- 
ment of  infections  of  the  urinary  tract. 

Needless  to  say,  I am  advising  practicing  phy- 
sicians and  clinical  microbiologists  to  avoid  pur- 
chasing this  volume.  Intervening  years  make  it 
difficult  for  me  to  see  with  the  eyes  of  the  medi- 
cal student  looking  for  a quick,  easy  reference  to 
lead  into  more  comprehensive  reading,  but  I 
think  one  would  be  well-advised  to  take  a trip  to 
the  library  rather  than  rely  on  this  textbook  as  a 
source  of  information. 

William  J.  Holloway,  M.D. 

« * « 

THE  DOCTORS’  GUIDE  TO  BETTER  TENNIS  AND 
HEALTH  edited  by  Claude  A.  Frazier,  M.D.,  Funk 
& Wagnalls  Publishing  Company,  New  York,  1974. 
126  pp.  Illus.  Price  $5.95. 

This  interesting  little  book  is  written  primarily 
for  the  tennis  player  but  has  some  useful  tips 
for  any  sports  enthusiast.  Eaoh  topic  is  oovered 
by  a different  expert  (mostly  MD’s).  Conse- 
quently, there  is  some  overlap,  particularly  with 
regard  to  preconditioning  and  heart  disease; 
overall,  however,  this  tends  to  reinforce  rather 
than  detract  from  the  positive  effeot. 

Leading  off  is  Denton  Cooley  with  his  own 
conditioning  curriculae  ( which  include  a popular 
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ski  exercise).  Among  other  noted  contributors 
are  Paul  Dudley  White  and  James  Nixon. 

Some  chapters  are  quite  brief  and  cursory, 
others  oversimplified,  but  most  are  worth  perusal. 
The  discussions  of  Tennis  Elbow,  Sunburn,  Al- 
lergy, and  Insect  Stings  are  particularly  informa- 
tive and  well-written. 

The  book  is  easy  reading  and  worthwhile  for 
both  the  sportsminded  doctor  and  his  patients. 

William  D.  Shellenberger,  M.D. 

« as  «« 

CLINICAL  CARDIOLOGY:  A BEDSIDE  APPROACH 

by  Peter  C.  Gazes,  M.D.,  Year  Book  Medical  Pub- 
lishers, Chicago,  1975.  363  pp.  Price  $28.50. 

It  seems  that  every  academic  cardiologist  today 
feels  compelled  to  write  the  classic  text  on  cardio- 
vascular disease.  The  unfortunate  result,  how- 
ever, in  many  instances  is  that  the  reader  is 
overwhelmed  by  a surplus  of  redundant  publica- 


tions and  is  unable  to  gain  any  novel  insights 
into  approach  or  technique.  Dr.  Gazes’  work 
is  an  admirable  exception. 

The  book  is  quite  good.  It  is  written  in  a clear, 
concise  manner  and  describes  all  the  important 
aspects  of  clinical  cardiology.  It  is  entirely  up- 
to-date.  It  covers,  and  covers  well,  the  latest 
concepts  of  electrophysiology,  hemiblocks,  and 
other  electrocardiographic  phenomena,  the  ma- 
nipulation of  preload  and  afterload  in  the  treat- 
ment of  cardiogenic  shock,  pacemaker  indica- 
tions and  malfunction,  and  the  clinical  relevance 
of  renin  levels  in  hypertension.  The  revised  New 
York  Heart  Association  Classification  has  been 
included  as  has  the  discussion  of  the  deleterious 
effects  of  Atropine  in  the  therapy  of  brady- 
rhythms.  The  line  drawings,  diagrams,  and  tables 
are  excellent.  There  is  also  a bibliography  for 
those  who  require  further  detail. 

The  ohief  value  of  the  book,  however,  is  in  its 
practical  approach  to  everyday  cardiovascular 
problems.  It  is  written  with  the  busy  practi- 
tioner in  mind,  and  he  has  included  a wealth  of 
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his  own  clinical  experience.  The  section  on  how 
to  interpret  the  electrocardiographic  interpreta- 
tions and  the  chapter  on  noncardiographic  sur- 
gery on  the  cardiac  patient  are  refreshing  ex- 
amples of  such  a practical  approach. 

This  reviewer  would  have  preferred  further 
detail  in  the  section  on  carotid  and  jugular 
venous  pulse  patterns  and  perhaps  some  addi- 
tional discussion  on  noninvasive  techniques.  In 
addition,  the  distinction  between  mirror  image 
dextrocardia  and  dextroversion  is  not  as  clear 
as  it  should  be.  These,  however,  are  relatively 
unimportant  shortcoming  compared  to  the  over- 
all value  of  the  text,  and  I would  highly  recom- 
mend it  to  the  internist,  family  practitioner,  sur- 
geon, medical  student,  and  nurse. 

Richard  F.  Gordon,  M.D. 

« * tv 

POCKET  COLOR  ATLAS  OF  DERMATOLOGY  byj 
Joseph  Kimmig  and  Michael  Janner,  American  edi- 
tion translated  and  revised  by  Herbert  Gold- 
schmidt, Year  Book  Medical  Publishers,  Chicago, 
1975.  218  pp.  Price  $14.95  paperback. 

I cannot  get  used  to  the  fact  that  a paperback; 
can  cost  $15.00.  On  the  other  hand,  if  any 
paperback  costs  that  much  it  is  not  surprising* 
that  it  would  be  an  atlas  of  dermatology,  as  any* 
skin  book  worth  its  paper  must  be  laden  as  this] 
is  with  colored  illustrations.  My  main  criticism] 
of  this  book  is,  as  of  almost  any  dermatology'; 
text  I have  ever  seen,  that  the  cases  chosen  foi 
illustrative  purposes  tend  to  be  such  extreme] 
examples  that  no  particular  skill  is  required  tc 
reoognize  them  ...  a fungating  malignant  mela-j 
noma  surrounded  by  nasty  little  satellite  tumorji 
is  no  sweat  to  diagnose,  nor  is  a basal  cell  epi- 
thelioma which  has  half  eaten  away  a nose  oi. 
eyelid. 

This  edition  is  an  abridged  version  of  a longei: 
book,  originally  published  in  Germany.  It  con 
tains  302  color  illustrations.  Treatment  is  no 
discussed;  it  is  intended  strictly  as  an  aid  t< 
visual  diagnoses,  “a  refresher  course  in  differ 
ential  diagnoses.” 

Bernadine  Z.  Paulshock,  M.D 
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THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
|s  of  scrutiny.  Your  control  over  patient  therapy  is 
g monitored,  judged  and  occasionally  abrogated, 
:times  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
fehip  between  you  and  your  patient  will  be  weakened, 
lout  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
rations  or  professional  custom  stipulate  that  your 
generic  prescriptions  be  filled  with  the  precise  prod- 
lou  prescribe.  But  in  the  last  five  years,  a dozen  or 
i|i  State  laws  have  been  changed,  permitting  the  phar- 
|t  in  most  cases  to  select  a product  of  the  same 

I ie  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
ijj  place  against  a background  of  growing  evidence 
[Jiurportedly  equivalent  drug  products  may  be  in- 
ijalent,  since  neither  present  drug  standards  nor  their 
|:ement  are  optimal.  In  fact,  the  FDA  itself  says  it 
|)t  enforced  the  same  standards  for  hundreds  of 
# w-on”  products  that  it  had  applied  to  the  original 
aj  approvals.  Thus  physician  control  over  patient 
|)y  is  being  eroded  with  a risk  that  patients  may  be 
wbd  to  drugs  of  uncertain  quality. 
me  major  advertised  claim  for  substitution  is  reduced 
Hiption  prices  for  consumers.  Yet  no  documentation 
W ' significant  savings  has  been  produced. 

IAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
itral  regulation  designed  to  cut  the  Government’s 
If  ill  by  setting  price  ceilings  for  drugs  dispensed  to 
n,  are  and  Medicaid  patients.  Unless  the  prescriber 
gbs  on  the  prescription  that  a particular  product  is 
| ally  necessary,  the  Government  intends  to  pay  only 

I I cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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THE  McPHERSON  EXPERIMENT  by  John  R.  Griffith, 
Lewis  E.  Weeks,  and  James  H.  Sullivan,  Health 
Administration  Press,  Ann  Arbor,  Mich.,  1967.  337 
pp.  Price  $10.00. 

Published  in  1967  and  referred  to  me  for  re- 
view now,  this  book  seems  a bit  dated  today, 
since  most  of  us  have  long  since  accepted  most 
of  the  principles  of  progressive  patient  care. 
The  fact  is  that  at  the  Wilmington  Medical  Cen- 
ter, all  of  the  elements  of  a progressive  patient 
care  system  have  been  in  operation  for  some 
time.  These  include  intensive  care,  intermediate 
care,  continuing  care,  self  care,  ambulatory  care, 
and  home  care.  A discussion  of  the  development 
of  this  program  at  the  McPherson  Community 
Health  Center  in  Livingston  County,  Michigan, 
as  it  grew  from  an  80-bed  to  a 141-bed  hos- 
pital more  than  ten  years  ago,  is  interesting  for 
some  of  its  peripheral  information  rather  than 
from  the  data  collected  in  the  course  of  the 
very  extensive  study  financed  for  three  years  by 
the  W.  K.  Kellogg  Foundation  and  conducted 
by  the  Bureau  of  Hospital  Administration  of  the 
University  of  Michigan. 


The  conclusions  from  the  experiment  were 
several: 

1 ) Progressive  patient  care  ( PPC ) can  provide  ' 
a workable  system  for  health  care  in  a hospital,  ; 
small  or  large,  provided  it  is  generally  well- 
managed. 

2)  The  advantages  of  PPC  are  those  that  come 
from  flexibility  and  specialization.  The  word 
progressive  is  really,  not  a well  chosen  word  1 
since  a preponderance  of  the  patients  admitted 
remained  in  the  unit  to  which  they  were  ad-  ' 
matted  rather  than  moving  in  a progressive  man- 
ner through  the  units  identified  above. 

3 ) There  were  some  expected  advantages  that 
did  not  materialize.  One  of  these  was  the  failure  | 
to  develop  a low-cost  unit  to  provide  for  the 
continuing  care  of  the  long-term  patient.  An- 
other advantage  not  realized  was  that  the  sys- 
tem did  not  seem  to  affect  the  overall  produc- 
tivity of  the  nursing  staff  even  though  the  system 
specialized  the  nursing  care  to  patient  needs.  | 
Nor  was  the  average  cost  of  care  reduoed. 
Furthermore  the  experience  at  McPherson  did 
not  indicate  a reduction  in  the  patient’s  average 
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PRESCRIPTIONS  FILLED  Wilmington,  Delaware 

Phone  656-4862 
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Augustine  Cut-off 
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4561  Kirkwood  Highway 

STYLES  TO  FIT  YOUR  PERSONALITY  Millcreek  Shopping  Center 

Wilmington,  Delaware 
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Book  Reviews 


length  of  stay  as  a result  of  PPC. 

4 ) As  to  the  drawbacks  of  PPC,  the  most  sub- 
stantial was  that  it  required  more  careful  man- 
agement attention  and  control.  There  are  ap- 
parently large  potentials  for  misuse  and  high 
cost.  In  the  self-care  unit  low  occupancy  can 
make  this  one  of  the  most  expensive  units  rather 
than  the  cheapest.  Variable  staffing  patterns  can 
reduce  the  cost  impact  of  empty  beds,  and  it  was 
this  solution,  adopted  at  McPherson,  which  ap- 
peared to  have  had  substantial  merit. 

5)  As  far  as  the  effect  of  PPC  on  the  patient, 
it  seems  that  in  only  three  areas  are  there  ex- 
ceptional changes  whioh  the  patient  finds  differ- 
ent from  his  expectations:  the  self-care,  the  in- 
tensive-care,  and  the  home-care  units.  In  all 
of  these  the  patient’s  acceptance  has  been  affirma- 
tive. 

6)  Impact  on  the  doctor  appears  to  be  limited 
by  making  several  new  services  available  to  him 
and  traditional  services  available  in  new  ways. 
His  use  of  services  is  largely  a matter  of  per- 
sonal decision.  There  is  little  additional  invasion 
of  his  personal  practice. 

; 7)  The  impact  on  nursing  is  substantial.  Dis- 

ji  tinct  skills  for  the  separate  units  required  dif- 

Ii  ferent  levels  of  training,  and  the  exercise  of  a 
variety  of  skills  and  judgment  depended  on  spe- 
cial requirements  ranging  from  intensive  care  to 
home  care. 

8)  Progressive  patient  care  had  no  serious  ef- 
i feet  on  other  service  departments  except  that 
ambulatory  use  of  the  hospital  may  increase 
volume  in  some  services  and  more  cooperation 
between  departments  is  necessary.  Insofar  as 
hospital  design  is  concerned,  there  are  particular 
i constraints  in  the  design  of  the  intensive-care 
units  and  the  self-care  units.  Bed  size  must  be 
increased  slightly  or  a flexible  zone  installed  be- 
tween intensive  and  intermediate  care.  Progres- 
isive  patient  care  complicates  the  structure  of 
hospital  finances  slightly,  largely  because  of  the 
restriction  of  the  third  party  payment  mecha- 
inisms;  its  introduction  provides  an  opportunity 
to  review  the  general  charging  structure  and  to 
( revise  individual  charges  to  more  nearly  equal 
I their  costs.  The  impact  of  PPC  on  management 
is  to  increase  the  complexity  of  management  and 
] the  importance  of  efficient  administration  to 
i make  it  work. 
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Several  other  peripheral  discussions  appeared 
in  the  book  which  I thought  were  interesting. 
This  study  of  a hospital  of  140  beds  with  a medi- 
cal staff  of  21  revealed  problems  of  communica- 
tions, and  some  of  these  problems  threatened  the 
proposal  for  PPC  with  absolute  disaster  until  ef- 
fective, adequate,  and  timely  communication 
efforts  were  established.  Secondly,  early  in- 
volvement of  the  nursing  staff  and  especially  at 
the  supervisory  level  was  important,  and  when 
overlooked  early  on,  the  proposal  for  PPC  was 
sabotaged  and  almost  failed.  Mr.  Thoms  in 
Manchester,  Connecticut,  uses  the  phrase  “con- 
viction by  involvement,”  and  it  is  only  by  the 
involvement  of  all  individuals  concerned  that  the 
conviction  in  and  the  implementation  of  a PPC 
hospital  can  be  effectively  achieved.  The  Mc- 
Pherson Experiment  is  an  interesting  book,  worth 
reading  as  a study  of  interpersonal  relationships 
and  hospital  management.  What  occurred  there 
in  microcosm  probably  occurs  to  some  degree  in 
hospitals  all  over  the  country,  and  many  of  the 
observations  are  applicable  to  the  experiences 
and  problems  of  running  any  large  and  complex 
medical  center. 

Norman  L.  Cannon,  M.D. 


Part-Time  Consultant 
Internal  Medicine  Preferred 

CALL:  MR.  TUBERSON 
Disability  Determinations  Service 
571-2870 

or  visit  the  Delaware  Association  of 
Disability  Adjudicators  exhibit  at  the 

MEDICAL  SOCIETY  OF  DELAWARE 
ANNUAL  MEETING 
OCTOBER  9,  1976 

Also,  we  are  expanding  our  panel  of  consul- 
tative examination  physicians,  all  specialties 
needed. 
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Speakers  on  Speakers  for  October,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  October  5,  Francis  P.  Parker, 
M.D.,  The  Pap  Test — Early  Diagnosis  of  Uterine  Cancer;  October  12,  Paul  C. 
Pennock,  M.D.,  Pacemakers;  Ootober  19,  Howard  D.  Cohen,  M.D.,  Topic  to  be 
announced;  October  26,  William  L.  Medford,  Jr.,  M,D.,  Treatment  of  Hearing 
Loss. 

CLINICAL  NOTICES  AND  MEETINGS 

ACP  Postgraduate  The  following  postgraduate  courses  which  fulfill  Category  I requirements  for  the  AMA 
Courses  Physician’s  Recognition  Award,  will  be  presented  by  the  American  College  of  Phy- 

sicians. For  information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104. 


ECHOCARDIOGRAPHY  FOR  THE  CLINICAL  CARDIOLOGIST,  Rochester,  Minne- 
sota, October  13-15. 

THE  FIRST  12  HOURS— EMERGENCY  MANAGEMENT  OF  THE  CRITICALLY 
ILL,  co-sponsored  by  the  Royal  College  of  Physicians  and  Surgeons  of  Canada,  Toronto, 
Canada,  October  14-16. 

ADVANCES  IN  NEPHROLOGY,  in  conjunction  with  the  University  of  Toronto, 
Toronto,  Canada,  October  18-20. 

HORMONAL  ASPECTS  OF  INTERNAL  MEDICINE:  RECENT  ADVANCES,  Hono-| 
lulu,  Hawaii,  October  18-22. 


Emergency  The  4th  Annual  Combined  Scientific  Assembly  of  the  American  College  of  Emergency! 

Physicians  Physicians  and  the  Emergency  Department  Nurses  Association  will  be  held  in  New 

Scientific  Assembly  Orleans,  Louisiana,  October  12-14.  Scientific  papers  will  be  presented,  as  well  as 

workshops,  roundtable  consultations,  and  films  oriented  to  the  field  of  emergency  medi-' 
cine.  For  information  contact:  American  College  of  Emergency  Physicians — Scientific! 
Assembly,  3900  Capital  City  Boulevard,  Lansing,  Michigan  48906.  Telephone  (517)  i 
374-7913.  I 


Psychiatry  and  the  New  York  University  Post-Graduate  Medical  School  will  sponsor  a course  on  A PRAC-|| 
Criminal  Law  TICUM  IN  PSYCHIATRY  AND  THE  CRIMINAL  LAW,  September  21  through  May, 

Course  27  (ten  Tuesdays).  The  course  is  designed  to  assist  psychiatrists  to  understand  betterj 

their  role  at  the  interface  of  psychiatry  and  the  criminal  law  so  as  to  improve  the*!* 
quality  of  mental  health  services  to  the  legal  agencies  of  society.  Tuition  is  $125.  For 
information  contact:  Office  of  the  Associate  Dean,  Registration  Department,  New  York11' 
University  Post-Graduate  Medical  School,  550  First  Avenue,  New  York,  New  York! 
10016.  Telephone  (212)  679-3200,  Ext.  4207. 


Food  Allergy  The  American  College  of  Allergists  will  present  an  International  Food  Allergy  Sym-1 

Symposium  posium  in  Toronto,  Canada,  October  13-15.  For  information  contact:  Frances  P.1 

White,  2141  14th  Street,  Boulder,  Colorado  80302.  Telephone  (303)  447-8111. 


Dermatology  New  York  University  Post-Graduate  Medical  School  will  present  the  following  dermal 

Programs  tology  programs.  For  information  contact:  Registration  Department,  NYU  Post-' 

Graduate  Medical  School,  Room  4-20-0,  LHB,  550  First  Avenue,  New  York  City  100161 

ADVANCED  DERMATOLOGIC  SURGERY,  October  22-24.  The  program  will  featurl 
advanced  techniques  and  procedures  in  cutaneous  surgery.  Tuition  is  $200;  $150  fo| 
alumni  and  former  residents  or  fellows  of  NYU  School  of  Medicine. 
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Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
lie  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
jiccessful  physicians  are  finding  Air  Force 
iedicine  increasingly  attractive. 

. It  offers  an  opportunity  to  practice  health 
|re  at  its  professional  and  innovative 
1st  without  worrying  about  the  details  of  sup- 
lies,  equipment,  or  the  patient’s  ability  to  pay 
|r  treatment.  It  offers  the  opportunity  to  ex- 
|nd  your  individual  ability  through  compre- 
nsive  educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
i lanc-ial  security.  It  offers  30  days  of  paid 
location  each  year  with  the  opportunity  to 
iavel  to  Europe,  Asia,  and  other  parts  of  the 
l)rld.  Plus  the  chance  to  spend  time  with 
jiur  family. 

[The  Air  Force  offers  physicians  the  opportu- 
I;y  to  practice  the  most  sophisticated  of  health 
Ire.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  Medical  Recruiting  Team 
Suite  730,  Executive  Office  Bldg. 

2201  Rte.  No.  38,  Cherry  Hill  NJ  08034 
Phone:  (609)  667-9208/667-9268 

Name ! 

Address 

City : 

State  [ _ Zip 

Telephone 

Medicine.Not  Business. 
Air  Force  Physician 


In  Brief 


DERMATOLOGICAL  DIAGNOSIS  AND  MANAGEMENT  FOR  THE  PRIMARY 
PHYSICIAN,  October  27-29.  Emphasis  will  be  on  diagnostic  possibilities  in  presenting 
dermatological  complaints.  Tuition  is  $180;  $135  for  alumni  and  former  residents  ok 
fellows  of  NYU  School  of  Medicine. 

Physicians  in  training  will  also  qualify  for  the  reduced  fees  upon  certification  of  statui 
from  their  Chief-of- Service. 


Pan  American 
Medical  Association 
Congress 


The  50th  Anniversary  Congress  of  the  Pan  American  Medical  Association  will  be  helc 
in  Hollywood,  Florida,  October  24-29.  The  scientific  program  will  include  panels  oi 
toxicology  and  occupational  medicine,  a round  table  on  new  frontiers  in  neurology,  anc 
a discussion  of  medical-legal  investigations  of  death.  Registration  fee  is  $50  for  phy 
sicians  and  $25  for  nurses  and  allied  health  professionals.  For  information  contact: 
Pan  American  Medical  Association,  745  Fifth  Avenue,  New  York,  New  York  10022. 


Military  Surgeons  SPIRIT  OF  FEDERAL  MEDICAL  SUPPORT  FOR  1976  will  be  the  theme  of  thi 
Association  Meeting  83rd  Annual  Meeting  of  the  Association  of  Military  Surgeons  of  the  United  States  tel 
be  held  in  San  Antonio,  Texas,  October  31-November  4.  Membership  in  the  Associal 
tion  is  open  to  all  officers  and  civilians  (GS-9  and  above)  of  the  Federal  Medical* 
Agencies,  including  the  Guard  and  Reserve  Forces.  For  information  contact:  Captair1 
R.  M.  McDonnell,  USAF,  Information  Officer,  Brooks  Air  Force  Base,  Texas  782358 
Telephone  (512)  536-3235. 


Symposium  on 
Disorders  of 
Urethro-Vesical 
Junction 


A SYMPOSIUM  ON  TREATMENT  OF  DISORDERS  OF  THE  URETHRO-VESI 
CAL  JUNCTION  will  be  held  at  the  Delaware  Academy  of  Medicine,  Wilmington' 
Delaware,  November  10-11.  The  program  will  be  presented  by  the  Department  of 
Obstetrics  and  Gynecology  of  the  Wilmington  Medical  Center.  The  fee  is  $200  foi 
out-of-state  physicians,  $100  for  Delaware  physicians,  and  $50  for  residents  (with  i\ 
letter  from  their  Chief  of  Service).  For  information  contact:  Department  of  Obstet- 
rics-Gynecology, Wilmington  Medical  Center,  P.O.  Box  1951,  Wilmington,  Delaware 
19899.  Telephone  (302)  428-4660. 


Oncology  Save  the  date  of  December  11,  1976  for  a Regional  Oncology  Conference  for  medica. 

Conference  and  surgical  oncologists.  More  information  will  be  published  in  future  issues. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


PEDIATRICIAN:  Board  certified,  available  July 
1977,  upon  completion  of  fellowship  in  Behavioral 
Pediatrics  at  the  University  of  Virginia. 

UROLOGIST:  Available  July  1977  upon  completion 
of  residency  at  Akron  City  Hospital.  Fluent  in 
Spanish  and  German. 

INTERNIST:  Third  year  resident  at  the  Cleveland 


Clinic.  Available  July  1977. 

INTERNIST:  Board  eligible,  certified  in  Nuclea: 
Medicine  and  Pathology,  interested  in  joining  grouj! 
or  individual  practice.  Available  October  1976. 

CARDIOLOGIST:  Available  August  1977.  Boarij 
certified  in  Internal  Medicine,  1972  graduate  o| 
University  of  Michigan  Medical  School. 


558 


Del  Med  Jrl,  Sept  1976 — Vol  48,  No ! 


According  to  her  major 
optoms,  she  is  a psychoneu- 
ic  patient  with  severe 
dety.  But  according  to  the 
cription  she  gives  of  her 
lings,  part  of  the  problem 
y sound  like  depression, 
is  is  because  her  problem, 
tough  primarily  one  of  ex- 
sive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
iprovide  relief  for  both— as 
[excessive  anxiety  is  re- 
pd,  the  depressive  symp- 
jjs  associated  with  it  are  also 
n relieved. 

(There  are  other  advan- 
|s  in  using  Valium  for  the 
fiagement  of  psychoneu- 
jt  anxiety  with  secondary 
iessive symptoms:  the 
lihotherapeutic  effect  of 
mm  is  pronounced  and 
Hi.  This  means  that  im- 
plement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


lllance  because  of  their  predisposi- 
|i  habituation  and  dependence.  In 
lancy,  lactation  or  women  of  child- 
iigage,  weigh  potential  benefit 
Ift  possible  hazard. 

HiJtions:  if  combined  with  other  psy- 
iipics  or  anticonvulsants,  consider 
lylly  pharmacology  of  agents  em- 
nji;  drugs  such  as  phenothiazines, 
lies,  barbiturates,  MAO  inhibitors 
I per  antidepressants  may  potentiate 
Mon.  Usual  precautions  indicated  in 
Ip  severely  depressed,  or  with  latent 
M'Sion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


REGIONAL  ONCOLOGY  CONFERENCE 

SATURDAY,  DECEMBER  11,  1976 

9 A.M.-5  P.M. 


ACADEMY  OF  MEDICINE 
WILMINGTON,  DELAWARE 

FEE:  $10.00- Includes  Lunch 

PURPOSE:  TO  DEVELOP  AND  EXPLORE  REGIONAL 
RESOURCES  FOR  MULTIMODULAR 
TREATMENT  OF  CANCER 

PROGRAM  AND  FURTHER  INFORMATION  FORTHCOMING 


SPONSORS:  American  Cancer  Society,  Delaware  Division,  Inc. 
Association  of  Community  Cancer  Centers 
Delaware  Academy  of  Medicine 
Delaware  Cancer  Network* 

Medical  Society  of  Delaware 

I*  An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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THE  STATE  OF  THE  PROFESSION  — ADDRESS  TO  THE  HOUSE  OF  DELEGATES 


I am  extremely  proud  and  privileged  to  be  here 
today  as  the  next  President  of  this  Society. 

During  the  past  year,  this  Society  has  been 
most  fortunate  in  having  a President  who  has 
served  so  diligently  and  effectively,  and  who 
has  shown  such  energy  and  enthusiasm  for  the 
difficult  problems  facing  our  Society.  His  per- 
formance as  President  will  be  a tough  act  to 
follow.  We  owe  Dr.  Hearne  a debt  of  gratitude 
for  a job  well  done. 

I would  like  to  speak  briefly  about  the  state 
of  our  profession.  Ours  is  one  of  the  oldest  and 
most  noble  of  all  professions,  and  yet  we  are 
under  the  most  relentless  attack  by  governmental 
regulations  in  the  history  of  our  profession.  In 
the  coming  years  we  can  expect  to  continue  to 
face  the  threat  of  legislation  and  other  regulatory 
activity  that  interfere  with  the  physician’s  rela- 
tionship to  his  patient. 

Perhaps  the  most  far-reaching  health  legislation 
to  date  is  the  Health  Planning  Act  passed  by 
the  93rd  Congress.  Implementation  of  the  pro- 
visions of  this  law  can  affect  the  praotice  of 
medicine  at  all  levels. 

Other  pieces  of  legislation  of  immediate  inter- 
est are  health  manpower  bills  pending  in  Con- 
gress. These  relate  to  the  overall  problems  of 
access  to  and  availability  of  medical  care. 

If  national  health  insurance  becomes  law,  there 
will  be  increased  pressure  for  additional  controls 
and  regulations  because  of  increased  demand  for 
medical  services  and  for  containment  of  costs  of 
these  services. 

Many  proposed  regulations  strike  at  the  very 
' heart  of  professionalism  and  must  be  resisted  for 
the  good  of  our  patients  as  well  as  for  our  pro- 
fession. 

The  fundamental  basis  of  a profession  is  in- 
ternal control  and  regulation  of  its  members. 
The  profession  sets  educational  and  training  re- 
quirements to  insure  that  every  member  meets 
lithe  basic  standards  of  the  profession.  The  pro- 
fession also  sets  the  standards  of  moral  and 
[ethical  conduct.  These  internal  regulatory  func- 
tions are  what  distinguish  any  profession  from  a 
trade. 
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The  profession  is  moving  rapidly  to  set  stand- 
ards and  requirements  for  Continuing  Medical 
Education.  We  have  been  slow,  however,  to 
recognize  and  deal  with  the  incompetent  physi- 
cian. We  have  been  slow  to  censor,  or  otherwise 
punish,  the  unethical  physician  in  our  profession. 
We  have  been  slow  to  develop  programs  which 
might  provide  for  better  distribution  of  physi- 
cians, both  geographically  and  by  specialty.  We 
have  failed  to  control,  or,  for  that  matter,  vigor- 
ously speak  out  against  unreasonable  and  un- 
conscionable fees  in  some  sectors  of  our  pro- 
fession. 

The  new  Delaware  Medical  Practices  Act 
developed  and  submitted  to  the  Legislature  by 
the  Medical  Society  of  Delaware  and  signed  into 
law  this  year  now  provides  the  mechanism  for 
punitive  action  against  the  incompetent  or  un- 
ethical physician. 

Partly  because  we  have  failed  in  fulfilling  the 
responsibilities  we  assumed  when  we  accepted 
the  privileges  granted  to  us  by  the  State,  the 
government  has  assumed  a right  to  regulate  the 
profession.  A general  consensus  becomes  a 
powerful  political  commodity,  and  we  must  direct 
our  best  efforts  in  molding  that  consensus  to  the 
good  of  the  patient  as  well  as  to  the  profession. 

Will  we  and  future  generations  of  physicians 
look  back  and  say  we  lost  our  privileges  within 
the  profession  because  we  became  arrogant  and 
insensitive  to  the  needs  of  the  people?  We  must 
continue  to  work  together  to  purge  our  profession 
of  the  arrogance  and  unethical  conduct  of  a very 
few.  We  should  reaffirm  our  dedication  to  the 
ideals  of  our  profession,  and  continually  strive  to 
bring  quality  care  at  a reasonable  cost  to  all 
citizens. 

One  year  ago  when  I accepted  the  nomina- 
tion of  the  office  of  President-Elect,  I said  that 
I would  do  my  best  to  fulfill  the  obligations  and 
responsibilities  of  this  office.  As  I will  very  soon 
be  assuming  the  office  of  the  Presidency,  I would 
like  to  reaffirm  that  pledge  today.  Thank  you. 
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The  Delaware  Medical  Journal  is  owned  and 
published  by  the  Medical  Society  of  Delaware,  a 
scientific,  non-profit  corporation.  The  material  ap- 
pearing in  the  Journal  is  covered  by  copyright  and 
may  not  be  reproduced  without  written  permission 
of  both  the  author  and  the  Journal.  The  Journal 
is  not  responsible  for  views  expressed  in  any  article. 

Manuscripts 

All  manuscripts  submitted  shall  be  original,  never 
before  published  and  contributed  solely  to  the  Dela- 
ware Medical  Journal.  They  should  be  addressed 
to  the  Editor,  1925  Lovering  Avenue,  Wilmington, 
Delaware  19806,  who  reserves  the  right  to  reduce, 
revise,  or  reject  any  material  submitted  for  publi- 
cation. 

Copy  should  be  typewritten,  double-spaced  on 
8%"  x 11"  white  bond  paper.  In  addition  to  the 
original,  two  copies  are  desirable. 

The  professional  a filiations  of  each  author  should 
be  supplied.  Uncommon  abbreviations  should  be 
written  out  in  parentheses  the  first  time  they  are 
used.  Names,  initials,  or  other  information  that 
could  identify  a patient  should  be  eliminated  from 
the  copy.  If  photographs  of  patients  are  used,  either 
the  subjects  should  not  be  identifiable,  or  their  pic- 
tures must  be  accompanied  by  written  permission 
to  use  the  figure. 

Review  and  Action 

Manuscripts  are  customarily  examined  by  the 
editorial  staff  and  sent  out  to  two  reviewers.  Au- 
thors are  usually  notified  within  two  to  six  weeks 
as  to  the  acceptability  of  a manuscript,  but  some- 
times longer  delays  are  unavoidable. 

Contributors  will  be  notified  as  soon  as  a manu- 
script is  received.  Unaccepted  manuscripts  will  be 
returned. 


References 

References  should  be  limited  to  a reasonable  num- 
ber. References  must  be  numbered  in  the  copy. 
Bibliographies  will  not  be  accepted. 

References  should  conform  to  the  Index  Medicus, 
including,  in  order:  Author,  title,  journal,  volume 

number,  page,  and  year.  Book  references  should  in- 
clude editors,  edition,  publisher  and  place  of  pub- 
lication, as  well. 

Example  of  a journal  article: 

1.  Fine  RN,  Brennan  LP,  Edelbrock  HH,  et  al: 
Use  of  pediatric  cadaver  kidneys  for  homotransplan- 
tation in  children.  JAMA  210:477-484,  1969. 

Example  of  a book: 

(2)  Morgan  WL,  Engel  GL:  The  Clinical  Ap- 
proach to  the  Patient,  p 85.  Philadelphia,  WB 
Saunders  Co,  1969. 

Illustrations 

Drawings  and  charts  should  be  made  in  black 
ink  on  white  paper.  Photographs  must  be  black  and 
white  glossy  and  should  be  identified  on  the  back 
and  their  positions  indicated  in  the  text.  The  cost 
of  reproduction  of  illustrated  material  for  publica- 
tion in  excess  of  an  average  of  one  illustration  pel 
page  will  be  charged  to  the  author.  Photographs, 
drawings,  and  cuts  will  be  returned  after  publica- 
tion only  if  requested. 

Drug  Names 

Generic  names  should  be  used,  but  if  an  authoi 
uses  a brand  name  drug  in  the  the  course  of  a study 
or  wishes  to  use  a brand  name  for  other  reasons,  h< 
may  do  so,  but  should  insert  it  (in  parentheses! 
after  the  generic  name. 
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STUART  PHARMACEUTICALS  I Wilmington.  DE  19897 
Division  of  ICI  United  States  Inc. 


THE  SQUEEZE 
OFG.I.  SPASM* 

Kinesed®  offers  this  effective  relief: 

• potent  antispasmodic/ 
antisecretorv  action 

with  belladonna  alkaloids 

• prompt  relief  of  gaseous  distention 

with  simethicone 

• predictable  relief  of  associated 
anxiety  and  tension 

with  phenobarbital 


"Indications.  Possibly  effective  as  adjunctive  therapy 
m the  treatment  of  peptic  ulcer  and  in  the  treatment 
of  the  irritable  bowel  syndrome  (irritable  colon,  spas- 
tic colon,  mucous  colitis)  and  acute  enterocolitis. 


Contraindications : Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or 
hepatic  disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be 
habit-forming 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One- 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital 
(warning:  may  be  habit  forming),  0. 1 mg.  hyoscyamine 
sulfate;  0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine 
hydrobromide;  40  mg.  simethicone. 


SAVA  KARA-ENEFF,  M.D. 

While  vacationing  in  Germany,  Sava  Kara- 
Eneff,  M.D.,  died  at  the  age  of  64,  on  July  24, 
1976. 

A pathologist  at  the  Wilmington  Medical  Cen- 
ter for  approximately  10  years,  his  medioal  edu- 
cation was  obtained  in  Germany.  He  had  also 
his  Ph.D.  in  sociology. 

Survived  by  his  wife,  Anna  Kara-Eneff,  M.D., 
and  a son,  Christopher,  his  home  was  2410 
Heather  Road  East,  in  Heatherbrook  in  Wil- 
mington. A mother  and  a brother,  both  in  Bul- 
garia, also  survive. 

Contributions  in  his  memory  may  be  made  to 
the  Library  Fund  of  the  Delaware  Academy  of 
Medicine. 

Charles  M.  Bancroft,  M.D. 

* Mf 

H.  WENDELL  GRAY,  M.D. 

On  Monday,  August  16,  1976,  H.  Wendell 
Gray,  M.D.  died  following  a lengthy  illness.  He 


had  been  a physician  active  in  the  care  of  his! 
patients  for  50  years. 

A graduate  of  the  University  of  Delaware  and 
Hahnemann  Medical  College,  he  was  a mem- 
ber of  the  American  Medical  Association,  the 
Medical  Society  of  Delaware  and  the  New  Castle 
County  Medical  Society. 

In  his  care  of  patients,  he  not  only  had  the 
qualifications  that  determine  a competent  phy- 
sician, but  he  also  was  known  for  his  cheerful 
and  optimistic  bedside  manner.  He  was  one  of 
the  links  between  the  old  and  the  new,  and  he;  j 
had  the  ability  to  share  his  memories  as  well  as 
his  experiences,  both  presented  to  the  listener  I 
punctuated  by  humorous  anecdotes.  Competent,!  l 
caring,  and  concerned,  cheerful  and  confident,  he 
left  an  instructional  legacy  to  all  physicians. 

He  was  age  76  when  he  died,  being  survived  j 
by  his  wife,  Elizabeth  Wilkins  Gray,  and  two  ; 
sons,  H.  Wendell  Gray,  Jr.,  M.D.  and  Richard 
D.  Gray.  There  are  four  grandchildren. 

The  Salvation  Army  is  to  be  the  recipient  of 
gifts  made  in  his  memory. 

Charles  M.  Bancroft,  M.D. 


« * m 


SEMINAR  ON 

DEPRESSION  IN  THE  AGING 
Reasons,  Remedies,  and  Resources 

SATURDAY,  NOVEMBER  13,  1976 

8:30  A.M.  - 1:00  P.M. 

Delaware  Academy  of  Medicine 
1925  LOVERING  AVENUE 
WILMINGTON,  DELAWARE 

Keynote  Speaker:  Alvin  I.  Goldfarb,  M.D., 
Associate  Clinical  Professor  of  Psychiatry,  Mt. 
Sinai  School  of  Medicine  of  City  University  of 
New  York 

Sponsored  by 

Medical  Society  of  Delaware 


t^etterd  to  the  Editor 

To  the  Editor: 

I’m  writing  in  response  to  Ms.  DiStefano’s  let- 
ter in  the  September  issue.  Ordinarily  I don’t 
write  to  editors,  but  in  this  instance  I felt  some 
compulsion  to  do  so. 

My  question  to  Ms.  DiStefano  is,  “Where  do 
you  and  your  immediate  family  go  for  routine 
examination  and  treatment  of  illness?”  If  the 
answer  is,  to  her  nearest  fellow  nurse  practi- 
tioner, rather  than  the  nearest  good  M.D.,  I’ll  eat 
the  page  these  male  ohauvinist  words  are  printed 
upon. 

Jack  C.  Lewis,  M.D. 

Selbyville 
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INFECTION  ASSOCIATED 
WITH  CARDIAC  PACEMAKERS: 

A Case  Report  and  Review 

James  A.  Truax,  M.D 
William  J.  Holloway,  M.D. 


! Introduction 


i- 

at 


hong-term  pacing  of  the  human  heart  by  a 
fully  implanted  system  was  introduced  by  Char- 
dack  in  1960.  More  than  100,000  pacemakers 
have  been  inserted  in  the  United  States,  and  to- 
day there  are  over  50,000  units  in  use  in  this' 
country.* 1-2  Insertion  of  a permanent  cardiac 
pacemaker  is  now  the  most  frequently  performed 
oardiac  operation.  Cardiac  pacing  is  used  in  the 
treatment  of  complete  heart  block,  potential 
heart  block,  bradycardias,  and  tachyarrhythmias.3 
Additional  therapeutic  and  diagnostic  uses  for 
cardiac  pacing  are  evolving.1  The  frequent  use 
of  pacemakers  has  resulted  in  the  appearance  of 
certain  complications.  While  infection  is  not 
the  most  common  of  these,  it  is  one  of  the  most 
serious.  The  following  case  report  describes  a 
patient  with  pacemaker-associated  sepsis. 


Dr.  Truax  is  a Medical  Resident  at  the  Wilmington  Medical 

i Center. 


L'it  Dr.  Holloway  is  Director,  Infectious  Disease  Laboratory,  Wil- 
li /mington  Medical  Center. 


Case  Presentation 

G.H.,  a 70-year-old  male,  was  admitted  to  the 
Wilmington  Medical  Center  on  June  19,  1975, 
because  of  vomiting  and  fever. 

The  medical  history  revealed  an  antero-septal 
myocardial  infarction  in  August,  1974,  and  an 
inferior  wall  infarct  in  May,  1975.  Development 
of  second  degree  heart  block  after  his  second 
myocardial  infarction  prompted  insertion  of  a 
permanent  cardiac  pacemaker  on  June  4.  Pace- 
maker malfunction  prompted  removal  and  reim- 
plantation of  the  unit  on  June  9.  The  patient  was 
discharged  from  the  hospital  on  June  14,  1975. 

Five  days  after  discharge,  the  patient  began 
to  vomit,  had  a shaking  chill,  and  presented  him- 
self to  the  Emergency  Room.  Purulent  drainage 
from  a small  wound  beneath  the  site  of  the  pacer 
unit  had  been  present  since  shortly  after  dis- 
charge from  the  hospital.  He  denied  chest  pain, 
cough,  hemoptysis,  skin  rash,  arthralgia,  or  dy- 
suria. 


Del  Med  Jrl,  Oct  1976— Vol  48,  No  10 


573 


Infection  Associated  with  Cardiac  Pacemakers — Truax 

Physical  examination  revealed  the  following: 
temperature  40°C,  pulse  104,  respirations  24,  and 
blood  pressure  100/70.  The  patient  was  alert, 
diaphoretic,  and  free  of  any  petechial  skin  rash. 

The  fundi  were  normal.  An  open  “sinus”  below 
the  pacer  site  was  draining  purulent  material; 
but  it  was  non-tender,  and  there  was  no  sur- 
rounding erythema.  The  rest  of  the  physical 
examination  was  within  normal  limits. 

Admission  laboratory  data  were  reported  as 
follows:  hematoorit,  37%;  WBC,  9,300;  neutro- 
phils, 90%;  lymphocytes,  5%;  monocytes,  1%; 
bands,  4%;  and  a normal  urinalysis.  An  EKG 
showed  regular  sinus  rhythm  and  an  old  inferior 
wall  infarct.  Six  blood  cultures  were  taken  on 
admission,  and  treatment  was  started  with  naf- 
cillin  and  gentamicin  given  intravenously.  All 
blood  cultures  grew  Staphylococcus  aureus  re- 
sistant to  penicillin,  and  a culture  from  the  pacer 
site  wound  also  grew  Staphylococcus  aureus  with 
the  same  sensitivities.  The  gentamicin  was  dis- 


continued, and  the  dose  of  nafcillin  was  increased  ; 
to  12  gm  per  day. 

On  the  fourth  hospital  day  the  pacer  unit  was 
removed  under  local  anesthesia.  The  patient 
was  afebrile  by  the  fifth  hospital  day  and  re- 
mained so  throughout  the  duration  of  his  hospital  | 
stay.  He  had  remained  febrile  up  to  the  time  f 
the  pacemaker  was  removed. 

By  the  twelfth  hospital  day,  the  patient  had 
developed  an  acute  reactive  depression  and 
adamantly  refused  further  I.V.  therapy.  Since 
he  had  not  manifested  any  signs  of  endocarditis, 
the  deoision  was  made  to  change  to  oral  therapy 
with  nafcillin  and  continue  this  agent  for  an 
additional  two  weeks.  A cardiac  pacer  was  not 
reinserted  since  the  patient  no  longer  had  second 
degree  block,  his  ECG  now  demonstrating  regu- 
lar sinus  rhythm. 

While  receiving  oral  nafcillin  in  a dose  of  1.0 
g every  six  hours,  the  patient’s  serum  antibac- 
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i terial  level  (against  his  own  organism)  was  1:8. 
This  is  considered  to  be  an  effective  level,  so  the 
patient  was  discharged  on  the  twenty-seoond 
hospital  day,  to  continue  the  same  dosage  at 
home. 

Discussion 

The  complications  of  pacemaker  therapy  are 
i listed  in  Table  1.  While  infection  is  a less  com- 
I mon  complication  of  this  procedure,  it  is  regarded 
1 as  one  of  the  most  serious.4  The  infection  rate 
in  pacemaker  patients  is  variable  and  has  been 
i reported  to  be  from  0%  to  19%  .4>5  Since  other 
I sites  may  be  responsible  for  sepsis  in  patients 
j with  pacemakers,  it  is  difficult  to  be  precise  about 
I the  incidence  of  this  complication.  Ma  et  al  re- 
; ported  eight  cases  of  sepsis  in  258  pacemaker 
patients,  but  the  septicemia  could  be  traced  to 
the  pacemaker  alone  in  only  one  case.5 


TABLE  1 

PACEMAKER  COMPLICATIONS 

1.  Component  failure  (ie,  battery  depletion) 

2.  Electrode  fracture 

3.  ‘‘Runaway  pacemaker” 

4.  Dislodgment  of  the  pacing  electrode 

5.  Fibrosis  of  the  electrode  tip 

6.  Perforation  of  the  right  ventricle 

7.  Erosion 

8.  Diaphragm  stimulation 

9.  Infection 

10.  Pulmonary  embolism 

Further  confusion  in  determining  the  incidence 
lof  pacemaker-associated  sepsis  results  from  the 
fact  that  many  authors  do  not  differentiate  be- 
tween pacemaker-assooiated  septicemia  and  local 
inflammation  about  the  pacemaker  site. 

Pacemaker  infection  has  been  reported  to  occur 
from  five  days  to  ten  months  after  insertion  of 
the  device.6  As  one  might  expect,  reinsertion  of 
a pacemaker  appears  to  increase  the  patient’s 
risk  of  infection. 

The  great  majority  of  pacemaker  infections  is 
due  to  Staphylococcus  aureus  and  Staphylococ- 
cus epidermidis.  Reports  in  the  literature  indi- 
cate that  these  two  organisms  alone  account  for 
over  70%  of  pacemaker  infections.  The  remain- 


ing 30%  have  largely  been  due  to  gram-negative 
organisms  such  as  E.  coli  and  Proteus.2-113 

The  diagnosis  of  pacemaker-associated  sepsis 
depends  upon  a high  index  of  suspicion  in  a pa- 
tient presenting  with  the  typical  symptoms  of 
sepsis.  Frequently,  signs  of  inflammation  at  the 
pacemaker  site  will  help  to  establish  the  diag- 
nosis. On  occasion,  these  patients  will  manifest 
a typical  picture  of  septic  shock.14 

The  treatment  of  pacemaker-associated  infec- 
tion requires  proper  selection  of  an  antibiotic 
agent  and  eradication  of  the  source  of  infection. 
Selection  of  the  proper  antibiotic  will  depend 
upon  culture  results,  but  until  these  are  avail- 
able, a penicillinase-resistant  penicillin  should  be 
used  in  full  dosage.  Alternate  agents  in  peni- 
cillin-allergic patients  include  the  aminoglyco- 
sides ( such  as  gentamicin  and  tobramicin ) , linco- 
myoin,  and  vancomycin. 

If  endocarditis  is  suspected  because  of  per- 
sistent bacteremia,  therapy  should  be  continued 
for  four  to  six  weeks.  In  the  absence  of  endo- 
carditis, a shorter  course  of  therapy  is  sufficient. 

Most  authorities  agree  that  proper  treatment 
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requires  removal  of  the  infected  pacemaker. 
However,  some  authors9,10-12,13’15  report  that  if 
the  infection  is  limited  to  the  generator  capsule 
and/or  the  extrathoracic  portion  of  the  electrode, 
local  measures  will  suffice.  These  include  de- 
bridement, antibiotic  irrigation  of  the  infected 
pocket  and  pacemaker  pulse  generator,  closure 
of  the  pacing  site  without  tension,  and  systemic 
antibiotic  therapy.  Various  solutions  have  been 
used  to  irrigate  the  pacemaker  pocket,  including 
neomyoin,  kanamycin,  bacitracin  and  polymyxin. 

The  efficiency  of  prophylactic  antibiotic  ther- 
apy in  preventing  pacemaker  infection  is  open 
to  question.8,10,16-18 

Patton  used  methicillin  and  cloxacillin  in  22 
patients,  with  21  cases  acting  as  controls,  and 
could  show  no  advantage  in  the  treated  group.18 
In  176  battery  implants,  however,  Richardson 
found  most  infections  in  patients  who  did  not 
receive  prophylactic  antibiotics.17  The  fact  that 
his  conclusions  are  not  derived  from  controlled 
data  detract  from  the  significance  of  this  obser- 
vation. 
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It  has  been  recommended  that  pacemaker  pa- 
tients receive  prophylactic  antibiotics  in  associa- 
tion with  dental  procedures  and  genito-urinary 
manipulation  but  no  factual  data  are  available 
to  support  this  recommendation. 

Summary 


This  paper  describes  the  course  of  a patient  r j 
who  presented  with  Staphylococcus  aureus  sepsis  ■ 
secondary  to  an  infected  pacemaker.  Pacemaker  I 
removal  and  nafcillin  therapy  resulted  in  an  ap- 
parent cure. 

Staphylococcus  aureus  and  Staphylococcus  epi- 
dermidis  are  the  most  common  pathogens. 

Successful  management  of  patients  with  in- 
fected pacemakers  requires  prompt  diagnosis,  , 
eradication  of  the  localized  infection,  and  proper 
antibiotic  therapy.  Until  the  pathogen  is  identi-  ' 
Bed,  therapy  should  include  a penicillinase-resis-  . 
tant  penicillin.  Since  pacemaker  insertion  is  be- 
coming a more  common  procedure,  an  increase 
in  pacemaker-associated  sepsis  should  be  antici- 
pated. The  true  incidence  of  pacemaker  infec- 
tion is  difficult  to  determine  but  is  approximately 
10%  at  present. 
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NINETEENTH  CENTURY  MEDICINE 


John  W.  Howard,  M.D. 


Early  nineteenth  century  patients  were  bled, 
cupped,  blistered,  purged,  caused  to  vomit,  and 
dosed  with  mercury,  antimony,  and  other  com- 
j pounds.  The  practice  of  medicine  in  these  early 
days  was  no  easy  task.  Travel  was  chiefly  by 
j water,  and  what  roads  there  were,  were  actually 
paths.  Sometimes  the  physician  used  a gig  (a 
light  two-wheeled,  one-seated  vehicle  for  one 
horse)  but  usually  made  his  trips  on  horseback 
carrying  his  bag  of  drugs,  his  lancet,  and  a few 
other  surgical  instruments  to  use  on  broken 
bones  or  dislocations,  to  probe  or  suture  wounds, 
to  amputate  crushed  or  gangrenous  limbs,  to  ex- 
tract teeth,  to  drain  abscesses,  or  to  bleed  his 
patient.  These  physioians  had  developed  unusual 
powers  of  observation  and  possessed  keen  senses 
of  smell,  touch,  sound,  and  sight. 

At  the  beginning  of  the  nineteenth  century  in 
1812  while  the  famous  Dr.  Benjamin  Rush  was 
working  out  his  heroic  treatments  to  correct  dis- 
ease, an  unschooled  New  Hampshire  farmer, 
Samuel  Thomson,  proposed  a system  of  medical 
treatment  which  was  destined  to  sweep  the 
country.  Based  on  a one  cause-one  cure  theory 
of  disease  it  made  every  man  his  own  physician. 
To  restore  a disease  caused  by  imbalance  of 
earth,  air,  fire,  and  water,  Thomson  recom- 
mended steam  baths,  hot  botanicals  like  red  pep- 
per, emetics,  purgatives,  enemas,  and  sweat  pro- 
! duoing  herbs  to  clear  the  body  of  all  obstructions. 
He  excluded  Rush’s  multiple  phlebotomies  and 
mineral  medicines. 

Thomson  became  a frank  foe  of  regular  phy- 
sioians and  damned  as  instruments  of  death 
their  mercury,  opium,  ratsbane,  nitre,  and  the 
lance.  He  was  thus  the  first  to  attack  allopathy 
in  America  and  was  soon  joined  by  Hahnemann’s 

Dr.  Howard  is  a pathologist  at  the  Beebe  Hospital  in  Lewes. 
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homeopathic  sect,  which  emphasized  infinitesimal 
doses  of  drugs. 

At  the  same  time  regular  medioine  was  react- 
ing. Students  of  French  medicine,  such  as  Oliver 
Wendell  Holmes,  were  condemning  blood  letting. 
Holmes  stated  that  save  for  a few  drugs  such 
as  opium  and  anesthetics,  “If  the  whole  materia 
medica  could  be  sunk  to  the  bottom  of  the  sea, 
it  would  be  all  the  better  for  mankind  and  all 
the  worse  for  the  fishes.”  The  new  school  of 
practitioners  learned  to  use  a few  important 
medicines  such  as  quinine,  iron,  mercury,  iodine, 
potassium,  and  digitalis.  Other  therapy  returned 
to  natural  methods:  diet,  exercise,  bathing,  and 
massage.  Nursing  was  directed  towards  the 
comfort  of  the  patient  and  as  Sir  William  Osier 
aptly  stated,  “Faith  returned  as  a great  level  of 
life.” 

The  public,  however,  had  lost  confidence  in  its 
physicians  and  turned  in  increasing  numbers  to 
quacks,  patent  medicines,  food  faddists,  new 
healing  sects,  blatant  medical  advertisements, 
give-away  medical  almanacs,  and  Indian  medi- 
oine shows.  Suits  and  countersuits  swept  the 
medical  world.  Out  of  it  came  unfortunate  but 
desirable  publicity  for  the  faddist  nostrums.  The 
public  indicated  that  it  wanted  no  restrictions 
on  its  right  to  choose  the  method  by  which  it 
would  be  treated.  Medical  controls  and  statutes 
in  most  states  fell  before  the  pressure  of  botanical 
lobbyists  and  public  opinion. 

In  1843  the  Medical  Practices  Act  was 
amended  in  Delaware  to  exempt  any  person  prac- 
ticing medicine  on  the  Thomsonian  or  Botanic 
System  or  the  Homeopathic  System  exclusively. 
Later  Hygieo-Therapeutic  and  Eclectic  Systems 
were  also  exempted.  Honest  physicians  admitted 
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that  they  could  cure  few  diseases.  Their  rivals 
claimed  that  they  could  cure  all  ills.  For  each 
step  forward  that  science  cautiously  made, 
pseudo-scientists  appeared  raucously  claiming 
medical  cures.  Elaborate  advertising  flooded  our 
newspapers  and  barn  walls;  nostrum  millionaires 
were  not  uncommon.  Hundreds  of  patent  medi- 
cines cropped  up  everywhere;  Swain’s  Panacea, 
Radam’s  Microbe  Killer,  Old  Indian  Compound, 
Hostetter  Bitters  with  44%  alcohol,  Radal  (capi- 
talizing on  the  discovery  of  radium),  and  good 
old  Lydia  E.  Pinkham’s  Vegetable  Compound 
with  18%  alcohol. 

The  inability  of  the  general  public  to  dis- 
criminate between  the  new  French  scientific 
achievements  and  the  American  quacks  helps  to 
explain  the  disturbing  paradox  that  at  the  time 
that  major  discoveries  were  explaining  disease, 
faith  in  patent  medicines  was  at  its  peak  and 
sales  and  unscrupulous  promotion  were  at  the 
highest  that  America  had  ever  seen. 

With  the  introduction  of  experimental  investi- 
gation and  the  increasing  number  of  bacterio- 
logical discoveries,  the  theory  of  spontaneous 
generation  disappeared.  The  new  information 
led  to  a decrease  in  anthrax,  leprosy,  tuberculosis, 
typhoid  fever,  diphtheria,  cholera,  tetanus,  pneu- 
monia, bubonic  plague,  and  other  infectious  dis- 


eases, but  in  the  latter  third  of  the  nineteenth  ' 
century  there  were  many  ill-trained  physicians.  I 
The  background  of  these  doctors  was  varied.  | 
Multiplication  of  medical  schools  throughout  the 
United  States  had  been  a striking  phenomenon; 
they  opened  and  closed  without  restraint. 

Before  medical  practice  was  well  regulated, 
one  doctor  might  acquire  his  diploma  by  marry- 
ing the  widow  of  a physician  and  putting  his 
name  on  the  dead  doctor’s  diploma.  Records 
indicate  that  another  license  was  obtained  by 
showing  a Chinese  napkin  to  a county  clerk  and 
saying  it  was  a diploma  from  a Chinese  medical 
school.  Even  at  Harvard  the  head  of  the  medical 
school  explained  in  1870  that  written  examina- 
tions could  not  be  given  because  “a  majority  of 
the  students  cannot  write  well  enough.” 

In  the  nineteenth  century,  the  United  States 
and  Canada  produced  457  medical  schools,  most 
of  which  were  exposed  as  poor  in  1909  by  Dr. 
Abraham  Flexner’s  Carnegie  Survey.  Despite 
this  the  nineteenth  century  led  into  the  twentieth  | 
century  and  its  remarkable  medical  achievements  I 
during  which  the  United  States  emerged  as  one  i, 
of  the  great  leaders  of  the  medical  world.  By  j 
1949,  the  number  of  approved  schools  was  down  i 
to  seventy-two,  and  the  quality  of  training  had 
improved  immensely. 


* * * 


MORE  EARLY  HAHNEMANN  GRADUATES  IN  DELAWARE* 

The  list  of  graduates  of  Hahnemann  Medical  College  who  practiced  in  Delaware 
1851-1946  should  be  amended  to  include: 

1914  Lewis  B.  Yerger 
1941  Thomas  Pennock 

Other  homeopathic  physicians  appearing  in  the  list  of  Presidents  of  Homeopathic 
Medical  Society  of  Delaware  State  and  Peninsula  came  to  Delaware  by  reciprocity 
from  medical  schools  other  than  Hahnemann  Medical  College  and  from  other 
states,  we  are  informed  by  the  author,  Lewis  B.  Flinn,  M.D. 

‘See  Homeopathic  Influence  in  the  Delaware  Community:  A Retrospective  Reassessment,  by  Lewis  B. 
Flinn,  M.D.,  in  the  July  1976  Delaware  Medical  Journal. 
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ESTABLISHING  A SEPARATE  FAMILY 
PRACTICE  INPATIENT  SERVICE 

Ian  L.  Diener,  M.D. 


In  July  1974  the  Family  Practice  (FP)  Resi- 
dency Program  of  the  Wilmington  Medical  Cen- 
ter initiated  its  own  inpatient  medical  teaching 
floor  at  one  of  the  three  divisions  of  the  Medical 
Center.  Previous  to  that  time  inpatient  medicine 
was  taught  to  FP  residents  solely  through  rota- 
tion in  the  existing  internal  medicine  ( IM ) pro- 
gram. The  following  is  a description  of  the  first 
six  months  of  operation  of  the  family  practice 
service. 

The  facility  allocated  is  a 26-bed  unit  of  a 
largely  medical  floor  at  the  Wilmington  General 
Division  of  the  Wilmington  Medical  Center.  A 
seven  bed  ICU/CCU  on  another  floor  is  also 
included  as  part  of  the  teaching  responsibility. 

Admission  to  the  floor  is  governed  by  the  third- 
year  FP  resident  ( FP3 ) in  charge,  or  his  covering 
representative  at  night  and/or  weekends.  Pa- 
tients are  admitted  on  the  merit  of  their  “teach- 
ing” potential.  In  general,  only  chronic  care  pa- 
tients and  patients  with  primarily  emotional  dis- 
turbances are  rejected.  From  the  beginning,  it 
has  been  our  policy  to  be  cordial  to  queries 
regarding  admission  to  the  FP  teaching  service 
of  patients  with  “ordinary”  diseases  as  opposed 
to  exotica.  Patients  admitted  to  the  ICU/CCU 
are  automatically  considered  teaching  patients 
unless  otherwise  requested  by  their  attending 
physicians.  Any  of  the  attending  staff  of  the 
departments  of  family  praotice  or  internal  medi- 
cine can  admit  patients  to  the  floor.  If  beds  are 
scarce,  preference  is  given  to  physicians  partici- 
pating in  the  teaching  programs  of  family  prac- 
tice or  internal  medicine  and  to  those  physicians 
who  previous  to  our  service  depended  heavily  on 

Dr.  Diener  is  presently  practicing  in  suburban  Bryn  Mawr  and 
has  part-time  teaching  affiliation  with  the  Wilmington  Medical 
Center  Department  of  Family  Practice.  He  completed  a three- 
year  residency  in  Family  Practice  at  the  Wilmington  Medical 
Center  in  July  1975. 


the  Wilmington  General  Division  for  hospital 
beds. 

First-line  patient  care  responsibilities  are  pri- 
marily allocated  to  the  two  assistants  to  the  third- 
year  resident  (FP3),  one  of  whom  is  a first-year 
FP  resident  ( FP1 ) and  the  other  a rotating  intern 
( RI ) . The  histories  and  physicals  and  all  orders 
are  written  by  the  FP1  and  RI  in  close  consulta- 
tion with  the  third-year  resident  and  the  patient’s 
attending  physician.  The  FP3,  FP1,  and  RI 
make  rounds  on  all  patients  daily.  At  the  end 
of  each  day  a conference  is  held  to  discuss  new 
admissions  and  potential  problems  for  the  night. 
(Figure  1) 

A part-time  faculty  member  has  been  assigned 
as  coordinator  of  inpatient  services.  He  attends 
all  rounds  and  helps  with  the  day-to-day  man- 
agement of  administration  and  clinical  problems. 
Teaching  rounds  are  held  three  times  a week  in 
the  morning  on  Monday,  Wednesday,  and  Friday. 
The  rounds  on  Monday  and  Friday  are  attended 
by  the  current  FP  attending,  who  changes 
monthly,  and  by  the  house  staff.  A psychiatrist 
is  present  on  most  Mondays  to  discuss  emotional 
aspects  of  the  patients  presented.  On  Wednes- 
days a unique  type  of  rounds  occurs.  On  a ro- 
tating basis,  representatives  of  all  the  medical 
subspecialties  make  rounds  on  patients  in  their 
area  of  interest  or  present  a discussion  relevant 
to  their  specialty.  On  Tuesday  and  Thursday 
mornings  the  FP3,  FP1,  and  FP2  take  turns  at- 
tending the  Department  of  Medicine  weekly 
conference  (usually  an  outside  speaker)  and 
grand  rounds.  During  noon  of  each  day  the 
three  residents  and  interns  are  free  to  attend 
lunch  conferences  at  other  divisions  and/or  at 
the  family  practice  office  as  their  own  interest 
and  patient  responsibilities  dictate.  (Figure  1) 
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Figure  1:  SAMPLE  WEEKLY  SCHEDULE 
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The  statistics  regarding  admitting  diagnoses 
from  the  first  six  months  may  prove  of  interest 
to  those  programs  contemplating  a similar  teach- 
ing floor. 

Approximately  67%  of  all  admissions  were  by 
FP  attending,  14%  were  by  IM  attendings  prac- 
ticing general  IM,  and  14.5%  by  IM  attendings 
practicing  a subspecialty.  The  remaining  ad- 
missions were  “ward”  admissions  chiefly  from 
the  Wilmington  General  Emergency  Room.  Ap- 
proximately 7%  of  all  admissions  derived  from 
patients  seen  in  the  FP  office.  Especially  notable 
is  the  wide  variety  of  pathology  and  the  unex- 
pected predominance  of  cardiovascular  problems. 
(Table  1) 

Conclusion 

A Family  Practice  inpatient  unit  is  a feasible 
alternative  in  the  education  of  residents  in  family 
medicine.  Ours  has  been  well  received  by  the 
departments  of  both  internal  medicine  and  family 
practice.  The  patients  who  present  for  hospital 
care  to  family  physicians  and  general  internists 
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provide  a good  spectrum  of  clinical  pathology 
but  especially  in  cardiovascular  disease. 

Summary 

In  July,  1974  the  Family  Practice  Residency 
Program  of  the  Wilmington  Medical  Center  initi- 
ated  its  own  inpatient  medical  teaching  floor  at 
one  of  the  three  divisions  of  the  Medical  Center. 
Previous  to  that  time  inpatient  medicine  was 
taught  to  family  practice  residents  solely  through 
rotation  in  the  existing  internal  medicine  pro- 
gram. This  paper  describes  the  first  six  months  1 
operation  of  the  Family  Practice  inpatient  serv- 
ice. 

The  mechanics  of  setting  up  the  program  are 
presented,  and  statistical  analysis  of  major  diag- 
noses of  patients  admitted  to  the  floor  is  also 
included.  Our  experience  has  shown  that  a 
family  practice  residency  program  can  effectively 
operate  its  own  inpatient  medical  teaching  floor, 
drawing  its  case  load  from  practicing  family  doc- 
tors and  general  internists. 
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Cardiovascular  Disease 
Acute  Ml/Suspected  Ml 
CHF/Pulmonary  Edema 
Arrhythmia 
Hypertension 
Angina 

Digitalis  Toxicity 
Pericarditis 
Infected  Pacemaker 
Rheumatic  Heart  Disease 


Gastrointestinal  Disease 
G.l.  Bleeding 

Miscellaneous  G.l.  Complaints 

Cirrhosis 

Pancreatitis 

Diverticulitis 

Hepatitis 

Colitis 

Gastroenteritis 
Hepatomegaly 
Toxic  Megacolon 

Pulmonary  Disease 
Pneumonia 
CO  PD 

Pulmonary  Embolism 

Asthma 

Bronchiectasis 

Bronchitis 

Hemoptysis 

Lung  Abscess 

Pickwickian  Syndrome 

Post  Thoracotomy  Pain 

Sarcoidosis 

Neurologic  Disease 

Assorted  Neurologic  Problems 

CVA 

TIA 

Narcolepsy 

Meningitis 

Subarachnoid  Hemorrhage 


TABLE  1 

Admission  Diagnoses* 


101 

23 

16 

10 

4 

2 

2 

1 

160 


22 

11 

8 

6 

3 

3 

2 

1 

1 

58 


1 1 
9 
6 
5 
2 
1 
1 
1 
1 
1 

39 


Oncologic  Disease 

Cancer,  Various  Types  22  

22 

Endocrine  Diseases 

Diabetes  Control  and  Complications  9 


Diabetic  Acidosis  1 

Hyperthyroidism  1 

1 1 

Hemato'ogic  Disease 

Anemia  6 

Multiple  Myeloma  3 

ITP  1 

10 

Vascular  Disease 

Thrombophlebitis  9 

9 

Bone  and  Joint  Disease 

Orthopedic  Problems  5 

Arthritis,  Severe  1 

6 

Renal  Disease 

Dialysis  2 

Pyelonephritis  1 

3 

Miscellaneous 

Infectious  Diseases  2 

Drug  Overdose  5 

Sepsis  and  Cellulitis  5 

Weight  Loss,  Unknown  Etiology  3 

Pemphigoid  Dermatitis  2 

FUO  2 

Psychiatric  Disease  1 

Viremia  1 

21 


GRAND  TOTAL  361 

11 

5 
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•The  diagnoses  listed  are  limited  to  the  primary  diagnoses  only. 
Of  361  admissions  in  the  six-month  period  analyzed,  101  were 
due  to  acute  myocardial  infarction  or  a suspicion  thereof. 
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'Qditoriald 


WHAT  TO  DO? 

When  I first  met  him,  he  was  28.  The  name  had 
to  be  Irish.  He  wore  a full  beard  and  mustache 
— too  heavy  for  his  thin  face,  I thought.  He  had 
been  an  English  major  when  he  was  drafted  for 
Viet  Nam. 

The  sniper  s bullet  hit  him  in  the  left  posterior 
jaw  and  traveled  anteriorly  and  medial-ward.  It 
removed  two-thirds  of  his  tongue.  The  plastic 
surgeon  had  done  a splendid  job,  but  now  I know 
why  he  wore  such  a full  beard. 

But  28,  aspiring  to  be  an  English  teacher,  and 
not  able  to  speak.  What  can  I do  to  help  him? 

I wonder  how  often  the  public  thinks  of  these 
unfortunate  individuals?  The  Hawaiian  surfer 
who  lost  both  legs,  the  orchid  gardener  who  lost 
his  right  eye  and  right  arm.  It  seems  with  Viet 
Nam,  one  gave  all  or  one  gave  nothing.  Will  this 
experience  make  us  pursue  peace  with  as  much 
vigor  as  we  fought  the  war?  Perhaps  it  is  a 
disadvantage  our  dead  and  wounded  seem  to 
vanish  after  a war  so  as  not  to  remind  us  of  its 
horror. 

What  does  a doctor  tell  a 28-year-old  English 
teacher  who  cannot  speak?  I wish  I knew. 

W.J.V. 


* vs  n 


THE  NATIONAL  THREAT: 
VACCINATION  OR  ELSE? 

The  Victoria  state  laboratory  in  Australia  iso- 
lated an  influenza  virus  that  had  begun  an  epi- 
demic in  June,  1975;  by  now  this  newest  influenza 
A virus  (A/Viotoria)  has  circled  the  world.  A 
Fort  Dix  private  died  in  February,  1976  of  viral 


pneumonia  that  was  thought  to  be  caused  by 
swine  flu  virus  ( which  ordinarily  does  not  infect 
humans)  superinfection  on  top  of  A/Victoria  ( 
virus.  Swine  flu  antibodies  were  isolated  in  the  ; 
sera  of  273  soldiers  there.  So,  the  scare  began. 

Even  though  no  new  cases  of  documented 
swine  flu  had  been  reported,  the  federal  govern- 
ment initiated  a 135  million  dollar  campaign  to 
meet  the  challenge  of  an  expected  influenza  epi-  < 
demic.  Parke,  Davis  and  other  pharmaceutical 
firms  have  produced  a vaccine  of  influenza  A/ 
Victoria  and  swine  flu  which  should  be  available 
for  distribution  in  late  October. 

This  attenuated  virus  vaccine  will  be  accom- 
panied by  some  adverse  effects  and  does  not 
produce  adequate  immunity  in  children  under 
18  years.  Flu  vaccination  is  encouraged  for  high  j 
risk  patients,  hospital  personnel,  physicians,  and 
the  community;  a bivalent  vaccine  will  be  avail- 
able for  children  and  must  be  given  twice. 

With  all  of  the  questions  regarding  the  sig- 
nificance of  swine  flu  and  the  need  for  a massive 
community  inoculation  program,  Delaware  phy- 
sicians are  in  a quandary.  Recently,  the  FDA 
has  approved  Symmetrel  ( amantadine  hydro-  j 
chloride ) marketed  by  Endo  Laboratories,  a sub- 
sidiary of  E.  I.  duPont  de  Nemours  & Co.,  as 
preventive  therapy  for  the  flu  epidemic.  Sym-  i 
metrel  was  introduced  in  1966  and  has  been 
shown  to  prevent  influenza  A virus  adsorption 
onto  human  cells. 

Amantadine  provides  significant  prophylaxis 
against  the  “flu”  and  should  be  considered  in 
patients  with  contraindications  against  vaccina- 
tion and  those  who  may  miss  the  inoculation 
program.  Physicians  should  individualize  their 
patients,  and  in  some  cases  they  may  want  to  use 
Symmetrel. 

Robert  Abel,  Jr.,  M.D. 
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THROMBOEMBOLISM— ETIOLOGY,  ADVANCES  IN 
PREVENTION  AND  MANAGEMENT  edited  by  A.  N. 
Nicolaides,  University  Park  Press,  Baltimore.  348 
pp.  Ulus.  Price  $29.50. 

Thromboembolic  disease  is  ubiquitous,  cutting 
across  many  of  the  disciplines  of  medicine.  Clot- 
ting in  leg  veins  is  the  most  common  disease  pro- 
cess in  post-surgical,  post-partum,  and  severely 
ill  medical  patients.  Pulmonary  embolization  is 
the  most  under-diagnosed  disease  affecting  the 
lungs.  These  entities,  clearly  interrelated,  are 
frequently  misdiagnosed,  both  from  a positive 
and  a negative  standpoint.  For  a disease,  which 
has  probably  afflioted  Homo  Sapiens  since  his 
emergence,  to  be  so  elusive  needs  explanation. 

Dr.  A.  N.  Nicolaides  and  his  co-authors  are  all 
actively  engaged  in  the  attempt  to  solve  these 
problems.  They  present  a review  of  the  research 
currently  underway  with  an  avowed  purpose  “to 
bridge  the  gap  between  established  text  books 
and  original  papers.”  Most  of  the  book,  then, 
deals  with  deep  venous  thrombosis,  its  nature, 
inciting  factors,  including  the  role  of  platelets 
and  their  interaction  with  clotting  factors,  and 
stasis.  Studies  are  cited  to  show  that  most  of 
the  thromboses  originate  in  the  soleal  and  tibial 
veins,  an  important  concept  indeed.  The  obvious 
lesson  to  be  learned  then  is  that  to  prevent  this 
type  of  thrombosis,  one  must  have  evidence  of 
its  occurrence  and  a method  of  prevention.  Clini- 
cal evidences  are  apt  to  occur  late,  and  physical 
examination  has  proven  to  be  unreliable.  Two 
methods  which  have  promise  are  venography 
and  125I  Fibrinogen.  Unfortunately  this  last 
material  is  not  available  for  clinical  use  in  this 
country.  Dr.  Nicolaides  has  had  extensive  ex- 
perience with  venography  and  presents  a well 
written  and  nicely  illustrated  discussion  of  this 
technique.  The  studies  on  125I  Fibrinogen  are 
most  interesting  and  clearly  demonstrate  the  fre- 
quency of  calf  vein  thrombosis  and  the  effects  of 
prevention. 

The  preventive  method  most  extensively  dis- 
cussed is  small  dose  subcutaneous  heparin.  This 


subject,  an  obviously  important  one,  is  covered 
by  three  separate  groups  of  authors  and  includes 
the  rationale  for  prevention,  its  safety  and 
efficacy.  Interestingly  enough,  the  most  frequent 
hospital  modality  used  in  this  country  (elastic 
stockings)  is  demonstrated  to  be  worthless. 

There  are  several  interesting  chapters  on  single 
and  multi-variate  analyses  of  factors  leading  to 
the  identification  of  the  pulmonary  embolism- 
prone  patient,  and  the  value  of  clinical  signs  in 
diagnosis  of  deep  vein  thrombosis.  Finally,  there 
are  chapters  on  the  management  of  deep  vein 
thrombosis  and  pulmonary  embolism,  and  one 
chapter  which  treats  both  of  these  subjects  in 
obstetrics  and  gynecology. 

This  book  will  be  valuable  to  anyone  interested 
in  the  problems  of  thromboembolic  disease  both 
for  its  contents  and  for  its  extensive  bibliography. 

It  will  not,  I am  afraid,  appeal  to  the  general 
reader.  It  does  not  detail  “how  to  do”  but  rather 
presents  evidence  from  which  tentative  conclu- 
sions may  be  drawn. 

Leonard  P.  Lang,  M.D. 

* * M6 

SELF-ASSESSMENT  IN  ANESTHESIOLOGY  by  A.  W. 
Grogono,  M.D.  and  T.  Hilary  Howells,  M.B.,  Year 
Book  Medical  Publishers,  Chicago,  1975.  145  pp- 
lllus.  Price  $9.95. 

This  book  is  comprised  of  a series  of  multiple 
choice  questions  relating  to  the  practice  of  anes-  j 
thesiology.  The  value  of  the  book  is  the  dis- 
cussion  and  evaluation  provoked  by  each  ques- 
tion  and  its  possible  answers. 

The  introduction  analyzes  the  value  of  multiple 
choice  questions  as  opposed  to  the  essay  type,  to 
both  the  examiner  and  the  student.  The  nine 
sections  of  questions  encompass  both  basic  sci- 
ence and  clinical  medicine  as  related  to  anes- 
thesiology. Each  question  is  followed  by  a short 
discussion  or  explanation.  This  is  only  enough 
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to  be  somewhat  thought-provoking,  and  further 
explanation  is  usually  required.  The  book  there- 
fore should  be  used  only  with  other  standard 
texts. 

In  attempting  to  answer  sampler  questions,  I 
found  that  most  were  somewhat  equivocal;  how- 
ever, this  may  be  a demonstration  of  the  need  of 
the  reviewer  for  further  academic  study.  The 
need  to  discipline  oneself  to  answer  multiple 
choice  questions  and  reestablish  thought  patterns 
to  this  type  of  questioning  was  brought  out  dur- 
ing the  review. 

My  impression  of  the  value  of  the  book  was 
its  use  in  provoking  further  study  in  weak  areas 
of  knowledge  and  as  a guide  in  the  era  of  recerti- 
fication. 

Philip  R.  Walker,  M.D. 

IKK 

PEDIATRIC  OPHTHALMOLOGY  by  Robison  D.  Har- 
ley, M.D.,  W.  D.  Saunders  Company,  Philadelphia, 
1975.  1,112  pp.  877  lllus.  Price  $55.00. 

Pediatric  Ophthalmology  represents  a monu- 


mental effort  by  Dr.  Harley  and  his  47  co-authors 
in  describing  and  updating  the  entire  area  of 
eye  disease  in  children.  This  book  discusses 
ocular  embryology,  diseases  of  each  segment  of 
the  eye  which  are  pertinent  to  childhood,  pedi- 
atric neuro-ophthalmology,  inborn  errors  of  me- 
tabolism, infectious  diseases  of  the  eye,  and  the 
ocular  manifestations  of  systemic  diseases.  Pedi- 
atric Ophthalmology  looks  beyond  the  organic 
and  delves  into  sociological  and  educational  con- 
siderations as  well  as  describing  successful 
methods  for  relating  to  children.  Chapters  on 
dyslexia,  amblyopia,  emotional  aspects  of  pedi- 
atric ophthalmology,  and  optical  aids  for  chil- 
dren with  subnormal  vision  will  be  of  great  value 
to  paramedical  personnel  involved  with  the  grow- 
ing ohild  and  his  problems. 

Photographs  and  schematic  representations  are 
quite  clear,  and  most  of  the  sections  provide 
sufficient  references  to  the  pertinent  literature.  It 
would  be  impossible  for  a text  of  this  scope  to 
cover  all  of  the  material  with  absolute  accuracy; 
however.  Dr.  Harley  has  excellently  woven  the 
vast  literature  on  childhood  eye  diseases  into  one 
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cover.  This  book  should  serve  as  a superior  ref- 
erence to  all  ophthalmologists  and  to  all  who  en- 
counter eye  diseases. 

Robert  Abel,  Jr.,  M.D. 

* Mf  HE 

1975  YEAR  BOOK  OF  SURGERY  edited  by  Seymour 
I.  Schwartz,  Year  Book  Medical  Publishers,  Chi- 
cago, 1975.  521  pp.  Ulus.  Price  $19.25. 

This  is  the  75th  year  of  publication  for  this 
Year  Book,  which  contains  short  summaries  of 
articles  published  during  the  year.  The  book 
represents  a collection  of  abstracts  of  outstanding 
articles  selected  from  hundreds  of  journals.  Each 
article  is  followed  by  a short  editorial  comment. 

Apart  from  a systemic  review  of  surgical  prob- 
lems it  contains  discussions  of  fluid  and  electro- 
lytes, nutrition,  trauma  and  shock,  wound  healing, 
infections,  transplantation  and  artificial  organs, 
oncology,  and  tumor  immunology.  It  does  not 
offer  much  for  surgical  subspecialties  and  basic 
researchers  but  gives  a broad  overview  of  the 
surgical  progress  in  the  preceding  year.  The 
Year  Book  is  geared  to  the  needs  of  busy  sur- 
geons. It  is  handy  to  consult  and  helps  the  phy- 
sician to  avoid  the  impossible  task  of  going 
through  the  worthwhile  articles  in  the  vast  sur- 
gical literature  published. 

Shivdev  Singh,  M.D. 

« U£  * 

HARRIET  LANE  HANDBOOK  OF  THE  JOHNS  HOP- 
KINS HOSPITAL,  7th  edition,  edited  by  Dennis  L. 
Headings,  M.D.,  Year  Book  Medical  Publishers, 
Chicago,  1975.  288  pp.  Price  $6.75. 

This  handbook,  which  has  become  a classic  in 
the  pediatric  field,  is  now  in  its  seventh  edition, 
and  as  with  previous  editions,  it  is  a most  com- 
plete manual  of  great  value  to  the  pediatric  house 
staff  as  well  as  for  anyone  practicing  in  the  field 
of  pediatrics.  In  a 288-page  book  there  is  en- 
closed most,  if  not  all,  of  the  normal  values  for 
children,  developmental  milestones,  therapeutic 
tests,  medication  dosages,  and  so  on.  There  are 
even  seotions  on  psychological  testing  and  in- 
terpretation of  electrocardiograms,  gastrointes- 
tinal testing,  and  so  on.  It  is  indeed  pocket-sized, 
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if  one  has  fairly  deep  pockets,  and  the  present 
edition  certainly  enlarges  on  and  corrects  some 
| errors  in  previous  editions.  This  book,  I think, 
i j is  the  type  of  information  that  should  be  avail- 
able also  at  every  nurses’  station  in  the  hospital 
that  deals  with  youngsters. 

The  one  disconcerting  factor  of  the  book  is  a 
> disclaimer  notice  at  the  front  suggesting  that 
“Although  the  drug  dosage  schedules  are  felt  to 
be  accurate  and  in  accord  with  the  standards  ac- 
cepted at  the  time  of  publication,  as  new  re- 
search and  experience  broaden  our  knowledge, 
changes  in  drug  treatment  and  therapy  occur. 

I Therefore,  the  reader  is  advised  to  check  the 
product  information  sheet  included  in  the  pack- 
i age  of  each  drug  he  plans  to  administer.” 

This  book  was  compiled  basically  by  five  senior 

(residents  with  additions  by  various  other  mem- 
bers of  the  resident  staff  and  the  faculty  at  Johns 
Hopkins  Hospital. 

Ted  E.  Chronister,  M.D. 

. 

MS  ttf  MS 

THE  HEALING  HAND  by  Guido  Majno,  Harvard 
University  Press,  Lawrence,  Massachusetts,  1975. 
I 423  pp.  Illus.  Price  $25.00. 

“If  a physician  performed  a major  operation 
on  a seignior  with  a bronze  lancet  and  has  caused 
the  seignior’s  death,  or  he  opened  the  eye-socket 
' of  a seignior  and  has  destroyed  the  seignior’s 
eye,  they  shall  have  out  off  his  hand.” 

This  is  not  an  amendment  to  the  new  mal- 


practice law,  but  just  one  part  of  the  famous 
document  of  Mesopotamian  medicine,  the  282 
laws  of  King  Hammurabi’s  code  dating  to  about 
1700  B.C.  In  a delightful,  humorous,  and  in- 
depth  study,  Guido  Majno  in  The  Healing  Hand 
traces  medicine  from  its  early  beginnings  cen- 
turies ago  to  the  period  400  or  500  A.D.,  a mam- 
moth task  indeed,  but  one  that  is  done  in  superb 
fashion.  In  order  to  limit  himself  and  avoid 
superficial  coverage  of  many  subjects  he  con- 
centrates miost  of  his  book  on  “the  wound  in  the 
ancient  world;”  however,  despite  these  limits  he 
finds  ample  space  to  discuss  such  ancillary  topics 
as  hieroglyphics  (at  times  in  excessive  detail), 
embalming,  and  architectural  designs  for  ancient 
hospitals.  In  view  of  his  background  in  path- 
ology and  more  specifically  inflammation.  Dr. 
Majno  spends  a great  deal  of  the  text  traoing 
ancient  surgical  techniques,  sepsis,  and  anti- 
sepsis, stressing  not  only  amazing  successes  but 
also  the  frightening  failures.  He  even  includes 
results  of  his  own  personal  experimentation  into 
the  antiseptic  qualities  of  honey,  wine,  and  vari- 
ous resins,  these  being  the  mainstays  of  anti- 
sepsis at  various  periods  in  anoient  history. 

Illustrations,  graphs,  and  photographs  are 
found  on  almost  every  page  and  are  excellently 
done.  For  those  who  wish  to  avail  themselves 
of  it,  there  is  a bibliography  which  covers  45 
pages.  The  book  is  written  for  the  lay  person 
as  well  as  the  physician  and  is  a bargain  at  $25.00. 
I highly  recommend  it  as  an  inspiring  introduc- 
tion to  our  fascinating  medical  past. 

Lanny  Edelsohn,  M.D. 


“FaMessf*  Fashions  for  tennis 


The  tennis  season  lasts  all  year  and  so  do  great  tennis  fashions! 
You’ll  find  the  largest  selection  in  town  right  here. 
lj  you  don’t  look  great  on  the  court,  it’s  not  our  iCfault’.’ 

Beautiful  new  fall  tennis  iashions  are  here. 

Cassini  • Givenchy  • Haymaker  « Top  Seed  • Billie  Jean  King 


independence  Mall, 
Rt.  202,  Concord 
Pike,  Wilmington 


just  tennis  ltd. 

and  you. . .a  perfect  match! 


Mon.-Fri.  1 0-6  Sat.  10-4 
571-1515 
BankAmericard 
Master  Charge 
WSFS 


Del  Med  Jrl,  Oct  1976 — Vol  48,  No  10 


593 


Book  Reviews 


MF  YOUR  PATIENTS  ARE ^ 
ON  A RESTRICTED  DIET... 
"WE  CAN  HELP" 


We  have  a large  selection  of 

• LOW  SODIUM  FOODS 

• SUGAR  FREE  FOODS 

• FOODS  FREE  OF  PRESERVATIVES 

• NATURAL  FIBER  FOODS 

• ALLERGY  SUBSTITUTE  FOODS 

• WHEAT  and  DAIRY  FREE  FOODS 


NATURE'S  WAY 


NEWARK 
CASTLE  MALL 


737-7986 


N.  WILMINGTON 

MARSH  & SILVERSIDE 


475-5185 


y 


YOU  ARE  INVITED  TO  PARTICIPATE 
IN  A SYMPOSIUM  ENTITLED 

STROKE  — MODERN  TRENDS  IN 
CEREBROVASCULAR  DISEASE 

THE  DIPLOMAT  HOTEL 
Hollywood,  Florida 

FEBRUARY  9-12,  1977 

A distinguished  faculty  of  internists,  neu- 
rologists, and  surgeons  will  present  the  latest 
in  stroke  care. 

For  information  write: 

MR.  RONALD  A.  NELSON 
Executive  Director 
American  Heart  Association 
Broward  County  Chapter 
440  North  Andrews  Avenue 
Fort  Lauderdale,  Florida  33301 


PROBLEM-ORIENTED  MEDICAL  DIAGNOSIS  edited 
by  H.  Harold  Freidman,  M.D.,  Little,  Brown  and 
Company,  Boston,  1975.  447  pp.  Price  $8.50  spiral 
bound. 

Problem-oriented  diagnosis  is  an  expression 
which,  amazingly  enough,  is  presented  in  this 
recent  literature  as  a discovery  when,  in  fact,  its  j 
application  in  patient  care  appears  to  me  to  have 
always  existed  as  part- of  the  physician’s  normal, 
logical  process.  Furthermore,  the  patient  who 
visits  a physician’s  office  usually  does  so  for  a 
well  specified  problem  or  problems.  This  hav- 
ing been  stated,  I believe  that  this  very  clear 
book  offers  a method  which  may  be  an  appreci- 
able assistance  in  avoiding  lapses  of  memory. 

With  the  contribution  of  32  authors,  the  prac- 
tical approach  to  many  of  the  problems  encoun- 
tered in  the  everyday  practice  of  adult  medicine 
is  reviewed.  The  subjects  chosen  are  those  which 
occur  frequently  or  are  clinically  important. 

The  problem  list  is  covered  in  ten  chapters, 
which  very  clearly  present  physical  signs,  selec- 
ted abnormal  findings,  and  a few  disease  entities 
and  symptom  complexes,  as  well  as  laboratory 
procedures. 

According  to  the  authors,  this  book  is  intended 
for  the  medical  student,  the  intern,  and  the 
private  practitioner,  whether  he  be  a family 
physician  or  a general  internist.  According  to 
the  authors  “It  is  not  intended  for  the  sub-spe- 
cialist in  internal  medicine.”  I disagree  with  I 
this  last  statement;  the  sub-specialist  too  often  ||j 
has  a tendency  to  concentrate  his  attention  on  | 
the  most  rare  problem  of  his  sub-specialty,  a lip 
kind  of  intellectual  reformation.  The  review  of  . 
the  problem  fists  in  this  book  could  well  lead  him 
to  simpler  and  more  precise  diagnoses. 

Joseph  Tenret,  M.D.  ' 

* * * 

DIABETES  OUTPATIENT  CARE  THROUGH  PHYSI- 
CIAN ASSISTANTS  by  Lawrence  Power,  M.D.,  Doris 
L.  Bakker,  R.N.  and  Marilyn  I.  Cooper,  R.D.,  Charles 
C.  Thomas,  Springfield,  III.,  1973.  101  pp.  Illus. 
Price  $6.95. 

Hypertension  is  now  the  Cinderella  disease;  I ;) 
have  a feeling  that  in  a few  years  it  may  be 
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diabetes.  This  book,  although  it  shows  a phy- 
sician as  senior  author,  is  really  dedicated  to  this 
sort  of  thinking:  Physicians  are  slowly  accepting 
the  premise  that  responsibility  for  health  care 
can  be  shared  and  not  just  delegated. 

I don’t  pretend  to  understand  all  the  political 
ramifications  of  that  statement  (I  don’t  think  I 
would  like  the  comprehension  if  it  came),  but 
this  book  is  a useful  guide  to  just  what  it  is  that 
diabetics,  especially  of  lower  education,  should 
know  about  their  disease,  and  how  to  teach  it  to 
them.  The  text  strongly  suggests  that  other  mem- 
bers of  the  health  care  team  make  better  teachers 
than  doctors. 

Bernadine  Z.  Paulshock,  M.D. 

* * * 

BASIC  SURGICAL  PHYSIOLOGY  edited  by  Frederick 
W.  Preston,  M.D.  and  John  M.  Beal,  M.D.,  Year 
Book  Medical  Publishers,  Chicago,  1975.  500  pp. 
165  lllus.  Price  $27.50. 

Basic  Surgical  Physiology  is  a text  prepared 
by  the  editors  who  have  accumulated  a parochial 


fist  of  contributors  and  collaborators,  all  from 
Northwestern  University  Medical  School.  The 
book  is  dedicated  to  the  general  surgeon  in  the 
preface  and,  by  intention,  omits  many  of  the 
speoialty  subjeots  such  as  musculoskeletal  physi- 
ology, nervous  system  physiology,  and  the  physi- 
ology of  reproduction  and  of  organs  of  special 
senses. 

If  this  review  seems  brief,  it  is  only  because 
the  text  offers  very  little  to  discuss.  As  is  often 
the  case,  the  editor’s  preface  is  misleading.  In 
this  instance,  he  promises  the  reader  that  the 
text  material  is  restricted  to  the  applied  physi- 
ology and  abnormal  physiology  of  the  human, 
and  that  a knowledge  of  normal  physiology  is 
presupposed.  An  excellent  proposition!  Unfor- 
tunately, the  contributors  did  not  read  the  edi- 
tor’s preface  since  almost  every  chapter  in  the 
book  tries  to  cover  both  normal  physiology  and 
the  applied  and  abnormal  physiology.  There 
just  isn’t  enough  space  in  491  pages  of  text  to 
cover  that  much  information.  Well  then,  how 
was  the  dilemma  solved?  You  guessed  it;  in 
general,  the  authors  didn’t  say  very  much.  The 
material  oovered  is  little  more  than  chapter  head- 
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ings,  and  the  attempt  to  cover  everything  results 
often  in  superficial  and  inadequate  coverage  of 
the  material. 

Since  the  material  represents,  in  many  in- 
stances, previous  lectures  or  presentations  to 
students  made  by  the  practicing  physicians  and 
surgeons  who  wrote  this  text,  there  is  a refresh- 
ing absence  of  adherence  to  a rigid  format  from 
chapter  to  chapter.  Allied  to  this  sparkling  lack 
i of  monotony  is  an  equally  varied  palette  of 
quality  that  is  often  directly  correlated  with  the 
i academic  titles  of  the  authors.  Some  are  excep- 
tionally lucid  and  well  written  and  make  an  at- 
j:  tempt  at  completeness;  others  are  less  laudable 
and  range  from  the  mediocre  to  the  very  poor. 

The  dilemma  should  have  precluded  the  writ- 
ing of  the  text — one  cannot  write  a full  text  of 
both  physiology  and  abnormal  physiology.  To 
successfully  write  the  latter,  the  former  must  be 
assumed  to  be  already  a part  of  the  reader’s  in- 
tellectual armamentarium. 

Alas,  poor  editors.  They  bit  off  more  than 


they  could  chew,  and  much  less  than  we,  their 
not  too  avid  readers,  could  digest. 

Carl  I.  Glassman,  M.D. 

ff  « VS 

PATHOLOGY  OF  THE  FETUS  & THE  INFANT  by  Edith 
L.  Potter  and  John  M.  Craig  3rd  edition.  Year  Book 
Medical  Publishers,  Chicago,  1975.  697  pp.  Illus. 
Price  $65.00. 

With  better  perinatal  care  and  the  rapidly  ex- 
panding field  of  neonatology  the  chances  of  sur- 
vival of  a newborn  infant  are  getting  better. 
Knowledge  gained  from  observations  in  the  labo- 
ratory, clinical  studies,  and  the  autopsy  room 
regarding  growth  and  development  of  the  fetus 
has  led  to  a greater  understanding  of  the  normal 
and  the  disease  processes  in  the  newborn  and  the 
unborn  fetus. 

From  a wealth  of  personal  experience,  the 
authors  have  presented  a complete  picture  of 
the  pathologic  processes  in  the  fetus  and  the 
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newborn,  involving  the  various  disease  states  and 
malformations,  particularly  in  relation  to  intra- 
uterine disturbances. 

The  revised  third  edition  includes  details  on 
birth  trauma,  birth  defects  due  to  chromosomal 
and  genetic  disturbances,  effects  of  drugs  and 
virus  infection,  and  inborn  errors  of  metabolism. 
The  book  is  well  illustrated  and  contains  vivid 
description  of  prenatal  fetal  life  and  pathologic 
states  affecting  the  fetus  and  the  newborn.  This 
is  a very  useful  reference  book  for  neonatologists, 
pediatrioians,  pathologists,  and  those  involved  in 
the  care  of  newborns  and  infants. 

Shivdev  Singh,  M.D. 

V£  % 

DIABETES— ITS  PHYSIOLOGICAL  AND  BIOCHEMI- 
CAL BASIS  edited  by  J.  Vallance-Owen,  M.D.,  Uni- 
versity Park  Press,  Baltimore,  1975.  210  pp.  Illus. 
Price  $24.50. 

This  book  is  certain  to  be  a valuable  addition 


to  the  evergrowing  literature  on  diabetes.  The 
foreword  would  be  of  interest  I think  even  to 
those  less  interested  in  the  intricacies  of  the  in- 
sulin molecule. 

“Order  . . . chaos  . . . new  order;  this  is  the 
usual  pattern  of  advancing  knowledge  in  any 
problem  until  the  correct  solution  is  eventually 
found.  At  present,  considerable  chaos  seems  to 
surround  the  condition  pf  diabetes  mellitus  which 
continues  to  be  defined  as  a chronic  disorder  of 
carbohydrate  and  fat  metabolism  characterised 
by  hyperglycaemia  and  glycosuria.  There  are 
some  clinicians  and  investigators  who  are  pre- 
pared to  go  further  and  say  categorically  that  it 
depends  on  a deficiency  of  insulin  resulting  from 
either  a deficiency  of  its  supply  or  a diminution 
in  its  effects.  Today,  diabetes  covers  the  widest 
clinical  range  of  any  specialty  with  dermato- 
logical, metabolic,  neurological,  ophthalmic  and 
psychiatric  as  well  as  renal  and  vascular  prob- 
lems. Moreover,  as  more  and  more  medical  con- 
ditions are  found  to  be  associated  with  ab- 
normalities of  carbohydrate  and  lipid  metabolism, 
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it  is  not  surprising  that  more  and  more  interest 
is  being  taken  in  this  condition  of  diabetes  mel- 
litus.  Also,  it  is  clear  that  many  more  people 
are  constituted  as  diabetics  than  was  previously 
realized. 

“Nevertheless,  in  spite  of,  or  perhaps  because 
of,  its  obvious  need  and  interest,  the  study  of 
diabetes  and,  in  particular,  the  study  of  its  aeti- 
ology, is  complex,  complicated  and  continues  to 
cause  considerable  controversy.  This  present 
book  has  been  written  because  of  the  need  to 
bring  together  work  that  is  going  on  at  the 
growing  points  of  diabetic  medical  research  and 
by  people,  who  have  been  for  many  years,  and 
who  still  are,  actively  engaged  in  this  field  . . ” 

The  contributors  include  six  Americans,  three 
Northern  Irish,  two  Oxonians,  and  one  Indian. 
Vallance-Owen  is  professor,  Department  of  Medi- 
cine at  the  Queen’s  University  of  Belfast,  which 
explains  why  this  book  is  about  aetiology  and 
not  etiology. 

Bernadine  Z.  Paulshock,  M.D. 
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OCULAR  SYNDROMES  by  Walter  J.  Geeraets,  M.D. 

3rd  edition.  Lea  & Febiger,  Philadelphia,  1976. 
655  pp.  Illus.  Price  $45.00. 

Kandori’s  Syndrome?  Nicolau’s  Syndrome? 
Spanglang-Tappeiner  Syndrome?  These  and  433 
other  syndromes  involving  the  visual  system  are 
codified  and  cross-indexed  for  easy  reference. 
Each  syndrome  is  listed  with  synonyms,  ocular 
findings,  systemic  aspects,  and  a bibliography. 
There  is  an  extensive  cross-reference  based  on 
ocular  manifestations,  systemic  manifestations, 
etiologic  factors,  age,  ethnic  groups,  sex,  and 
heredity.  There  are  a section  of  “Tables  of 
Similar  Syndromes”  and  a separate  index  of  clini- 
cal manifestations.  You  can  look  up  syndactyly/ 
polydactyly  and  find  ten  syndromes  with  this 
feature,  or  find  five  syndromes  with  angioid 
strecks.  You  can  oheck  which  disorders  occur 
predominantly  in  Jews,  or  in  Italians,  or  in  na- 
tives of  Aland  Island  ( Forsius-Erikssen  syn- 
drome) or  Sao  Paulo  ( Amendola’s  Syndrome). 

This  book  is  a satisfying  testimony  to  com- 
pulsive behavior  finding  its  mark.  If  your  own 
pattern  of  information  retrieval  works  well  with 


a nosology  of  this  sort,  then  the  book  is  ideal. 
It  certainly  will  fill  the  slot  as  a handy  reference 
tool  for  ophthalmic  consultants. 

Stephen  H.  Franklin,  M.D. 

* Mf  Mf 

FUNDAMENTALS  OF  FAMILY  PRACTICE  by  Wilfred 

Snodgrass,  M.D.,  F.  A.  Davis  Company,  Philadel- 
phia, 1975.  640  pp.  Illus.  Price  $35.00. 

Fundamentals  of  Family  Practice  is  an  unusual 
volume;  it  covers  a great  deal  of  material,  some 
of  it  very  well,  yet  it  is  in  no  sense  a text.  The 
author  states  this  in  his  preface.  He  dwells  in 
depth  on  certain  aspects  of  practice  and  barely 
touches  on  others,  according  to  his  own  prefer- 
ences. Although  some  sections  are  very  brief, 
there  is  much  succinctly  said,  as  in  the  first  page 
under  “psychiatry.”  Back  problems,  diagnosis 
and  management,  are  thoroughly  covered.  If  you 
are  interested  in  or  seeking  knowledge  of  some 
specific  field,  you  may  get  very  little  help  or  a 
wealth  of  information.  If  the  “Fundamentals” 
you  want  are  included,  the  text  is  well-written, 


When  you  see 
this  sign ... 

you’ll  want 
to  see  more! 


It  symbolizes  protection  and  growth. 

The  roof  over  your  head  in  your  new  home, 
the  protection  of  a reputable  realtor, 
attention  to  your  need  to  grow  when 
buying  or  selling  a home;  the  calculated 
growth  of  commercial  real  estate  investments, 
the  security  of  property  surveillance, 

. . . it’s  all  under  one  sign. 


224  Ninth  Street  Plaza.  Wilmington.  Delaware  19801  (302)  655-6267 
Suite  100  Holiday  Inn,  Talleyville,  Delaware  19803  (302)  478—4563 
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^Sometimes  you  wonder. 

gKecause  it  seems  the  more  successful  you  get, 
m less  time  you  have  to  practice. 

I’hat’s  one  important  reason  why  highly 
Icessful  physicians  are  finding  Air  Force 
Blicine  increasingly  attractive, 
tj't  offers  an  opportunity  to  practice  health 
ka  at  its  professional  and  innovative 
I t without  worrying  about  the  details  of  sup- 
I Is,  equipment,  or  the  patient’s  ability  to  pay 
I treatment.  It  offers  the  opportunity  to  ex- 
«,d  your  individual  ability  through  compre- 
ssive educational  opportunities. 

||.ir  Force  medicine  offers  you  excellent 
l.ncial  security.  It  offers  30  days  of  paid 
fetation  each  year  with  the  opportunity  to 
pel  to  Europe,  Asia,  and  other  parts  of  the 
n Id.  Plus  the  chance  to  spend  time  with 
fir  family. 

he  Air  Force  offers  physicians  the  opportu- 
ij  to  practice  the  most  sophisticated  of  health 
tl1.  With  fewer  of  the  disadvantages. 

4 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  Medical  Recruiting  Team 
Suite  730,  Executive  Office  Bldg. 

2201  Rte.  No.  38,  Cherry  Hill  NJ  08034 
Phone.-  (609)  667-9208/667-9268 

Name 

Address 

City 

State Zip 


Telephone  : 

Medieine.Net  Business. 
Air  Force  Physician 


Book  Reviews 


current,  and  wise.  There  is  a good  list  of  refer- 
ence books  in  the  appendix.  Look  it  over  before 
purchasing  to  see  if  the  author’s  interests  paral- 
lel your  own. 

William  D.  Shellenberger,  M.D. 

COMPLICATIONS  OF  DIABETES  edited  by  Harry 
Keen,  M.D.  and  John  Garrett,  M.D.,  Edmund  Arnold 
Publishers,  distributed  by  Year  Book  Medical  Pub- 
lishers, Chicago,  1975.  282  pp.  Illus.  Price  $25.00. 

In  less  than  300  pages  a number  of  medical 
investigators  pack  eight  chapters  with  very  com- 
plete and  detailed  discussions  of  the  complica- 
tions of  diabetes  mellitus.  Chapter  one  serves 
as  an  excellent  introductory  chapter  since  it  is 
devoted  entirely  to  a general  discussion  of  the 
age-old  controversy  regarding  good  control  of 
diabetes  versus  the  later  incidence  of  complica- 
tions. This  same  subject  continues  to  reappear 
many  times  throughout  the  book.  The  ohapter 
on  retinopathy  is  exhaustive  and  includes  excel- 
lent phptographs  of  retinal  lesions.  Likewise, 
the  discussion  of  neuropathy  is  excellent  and 


concise.  The  third  chapter  is  entirely  devoted  to 
the  renal  lesions  of  diabetes.  Again,  the  discus- 
sion is  very  complete  yet  complex,  with  excellent 
photographs  of  light  and  electron  microscopy. 
A later  chapter  in  this  book  is  devoted  to  the 
biochemistry  of  complications  and  includes  dis- 
cussions of  the  glycoproteins  and  basement  mem- 
brane, the  polyols  including  sorbitol,  glucose,  the 
lipids,  insulin,  and  growth  hormone. 

This  is  a good  reference  book  for  the  dia- 
betologist  or  the  medical  practitioner  whose 
major  interest  is  diabetes  mellitus.  Its  size  and 
planning  should  make  researching  specific  ques- 
tions easy.  Also  throughout  the  book  many  of 
the  contributing  authors  repeatedly  remind  us 
that  we  really  don’t  know  very  much  about  dia- 
betes mellitus  and  the  mechanism  of  its  compli- 
cations. In  fact,  the  very  basic  questions  re- 
garding how  to  define  the  duration  of  diabetes 
or  even  definition  of  clinically  significant  dia- 
betes mellitus  seem  to  be  more  controversial  to- 
day than  in  the  preceding  decade. 

Robert  B.  Brereton,  M.D. 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan , Tiffiny,  Whittenton , Barco,  etc. 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 

1140  BALTIMORE  PIKE  TRI-STATE  MALL  (Lower Level) 
Springfield,  Pa.  19064  Claymont,  Delaware  19703 

(215)  Kl  3-4002  (302)  798-5387 
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-oughs  of  colds, 
li’and  u.ri.— 

Itar  the  tract 
/ h the  famous 
Ditussirf  Line! 


16)  members  of  the 
Jiissin®  family  all  contain 
Ijxpectorant,  guaifenesin, 
lip  clear  the  lower 
s ratory  tract.  Guaifenesin 
is  systemically  to  help 
■plate  the  output  of  lower 
ratory  tract  fluid.  This 
it  need  flow  of  less  viscid 
lotions  promotes  ciliary 
In  and  makes  thick, 
Jssated  mucus  less  viscid 
Ibasierto  raise.  As  a 


sit,  dry,  unproductive 
'i  hs  become  more 
luctive  and  less  frequent. 


■ )TO;  Norfolk  & Western  Branch  Train 
■vest  bound  near  Alvarado,  Va.  (Oct.,  1956). 
Breaches  the  highest  point  of  any  railroad 
| be  Rockies  (elevation  3,577  ft.)  with  a 

■ grade  of  3%.  It  crosses  108  bridges, 

■0  ft.  long!  Photo  by  O.  Winston  Link. 


For  productive  and  unproductive  coughs 

Robitussin® 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF  100  mg 

Alcohol,  3.5% 

For  severe  coughs 

Robitussin  A-C®e 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Codeine  Phosphate,  USP 10.0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hour  cough  control 

Robitussin-DM® 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Dextromethorphan 

Hydrobromide,  NF  15  mg 

Alcohol,  1 .4% 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

Robitussin-PE® 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Pseudoephedrine 

Hydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


Decongestant  action  helps  control  cough  and 
clear  stuffy  noses  and  sinuses.  Non  narcotic. 

Robitussin>CF® 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  50  mg 

Phenylpropanolamine 

Hydrochloride,  NF 12.5  mg 

Dextromethorphan 

Hydrobromide,  NF 10  mg 

Alcohol,  1.4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


For  many  years  Robins  has  spot- 
lighted the  expectorant  action  of 
the  Robitussin  cough  formulations 
by  featuring  action  photographs  of 
steam  engines  like  the  one  on  the 
preceding  page.  In  keeping  with 
this  tradition,  lastyearthe  company 
commissioned  a well-known 
illustrator  to  render  full-color 
drawings  of  several  classic 
locomotives  . . . accurate  to  the 
minutest  detail.  Chances  are  you 
requested  and  received  the  first 
locomotive  in  this  series,  The 
William  Mason,  last  winter.  Now, 
the  second  one  is  available.  (See 
below).  To  orderyour  print  suitable 
forframing,  write  “Robitussin 
Clear-Tract  Engine  #2”  on  your 
Rx  pad  and  mail  to  “Vintage 
Locomotives,"  Dept.  T4, 

A.  H.  Robins  Company, 

1407  Cummings  Drive, 

Richmond,  Va.  23220. 


A- H-ROBINS 

A.  H.-Robins  Company,  Richmond,  Va.  23220 


Speakers  on  Speakers  for  November,  1976  on  the  Tuesday  radio  program  ( 11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  November  2,  David  A.  Levit- 
sky, M.D.,  Viral  and  Bacterial  Infections;  November  9,  James  T.  Metzger,  M.D., 
This  Is  Plastic  Surgery?;  November  16,  Marvin  H.  Dorph,  M.D.,  Diabetes; 
November  23,  Charles  B.  Blackshear,  III,  M.D.,  Oral  Contraceptives;  November 
30,  Albert  Gelb,  M.D.,  Cancer  of  the  Colon. 


In  the  News 


Metabolic 

Diseases 

Diagnosis 

Laboratorv 


The  officers  of  the  new  Board  of  Medical  Practice  appointed  by  Governor  Trib- 
bitt  as  a result  of  the  recently  enacted  Medical  Practices  Act  are:  President,  i 
David  A.  Levitsky,  M.D.,  of  Wilmington;  Vice-President,  Arthur  F.  Zimmerman,  ! 
M.D.,  of  Dover;  Secretary,  Charles  S.  Riegel,  M.D.,  of  Wilmington.  Other  mem-  : 
bers  of  the  Board  are:  James  Beebe,  Jr.,  M.D.,  Jack  Gelb,  M.D.,  O.  Keith  Hamil-  j 
ton,  M.D.,  Ms.  Elizabeth  M.  Landis,  Vincent  G.  J.  Lobo,  Jr.,  D.O.,  Allston  J. 
Morris,  M.D.,  Carl  G.  Pierce,  Jr.,  M.D.,  David  Platt,  M.D.,  Emanuel  M.  Renzi,  i 
M.D.,  Judge  Albert  J.  Stiftel,  and  Mrs.  Martha  Woodfolk. 

A center  for  the  Mass  Spectrometric  Diagnosis  of  Metabolic  Diseases  has  been  i 
established  at  The  Children’s  Hospital  of  Philadelphia,  with  support  from  the  I 
National  Foundation/Maroh  of  Dimes.  The  laboratory  is  a regional  resource  1 
for  Delaware  Valley  physicians  to  aid  in  the  workup  of  biological  fluid  from  ( 
patients  with  suspected  metabolic  disorders  as  evidenced  by  such  symptoms  as 
entractable  metabolic  acidosis,  convulsions  in  the  first  two  months  of  fife,  apnea 
and  poor  sucking  in  the  first  week  of  life,  or  peculiar  body  odors.  Examination 
of  fluid  from  ohildren  with  mental  retardation  will  also  be  considered.  Test 
results  and  spectral  interpretations,  and  clinical  implications  or  diagnosis  where  j 
desired,  will  be  reported  to  the  referring  physician.  Interested  physicians  should 
call  Drs.  Stanton  Segal,  Robert  Cohn,  or  Karl  Roth  at  (215  ) 387-6000,  extensions  i 
580  or  581,  prior  to  collecting  urine  or  serum  samples.  The  National  Foundation  ( 
will  bear  the  cost  of  the  mass  speotrometric  analyses,  but  a fee  will  be  charged 
for  other  ancillary  analyses  carried  out  by  the  laboratory. 


National  Family  The  week  of  November  21-27  will  be  proclaimed  “National  Family  Week”  by 
Week  President  Gerald  R.  Ford.  The  purpose  is  to  promote  recognition  of  and  ap- 

preciation for  the  American  family  as  the  foundation  of  our  free  society  and  to 
lay  before  each  family  the  continuing  challenge  to  save  and  preserve  freedom, 
dignity,  honor,  and  mutual  trust  among  the  people. 

CLINICAL  NOTICES  AND  MEETINGS 


ACP  Postgraduate  For  information  on  any  of  the  following  courses  contact:  Registrar,  Postgraduate 

Courses  Courses,  ACP,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 

CLINICAL  RHEUMATOLOGY  FOR  INTERNISTS,  November  1-4,  in  Philadelphia. 
Presented  in  conjunction  with  the  University  of  Pennsylvania,  Philadelphia.  May  be 
used  to  fulfill  26%  hours  of  Category  I requirements  for  AM  A Physician’s  Recognition 
Award. 
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In  Brief 


FLUID  AND  ELECTROLYTE  BALANCE,  HYPERTENSION  AND  RENAL  DIS- 
EASE, December  6-10,  in  Chicago.  Presented  in  conjunction  with  Northwestern  Uni- 
versity Medical  School.  May  be  used  to  fulfill  22  Category  I hours  for  PRA. 


Health  Care  The  Department  of  Continuing  Education  in  Health  Sciences,  the  UCLA  School  of 

Data  Course  Medicine,  and  the  UCLA  School  of  Public  Health  of  the  University  of  California,  Los 

Angeles,  will  sponsor  a course  on  HEALTH  CARE  INFORMATION : DATA  RE- 
CORDING AND  RETRIEVAL,  November  5-6,  in  Los  Angeles.  On  November  5 a 
symposium  will  be  held  on  the  legislative  and  professional  requirements  for  the 
recording  and  use  of  health  care  information.  The  November  6 program  will  discuss 
the  most  advanced  health  information  systems,  and  the  newest  methodologies  for  data 
processing  and  retrieval  will  be  demonstrated.  The  fee  is  $145  for  both  days,  or  $85 
for  November  5 and  $65  for  November  6.  For  information  contact:  Health  Sciences, 
UCLA  Extension,  P.O.  Box  24902,  Los  Angeles,  California  90024.  Telephone  (213) 
825-8421. 


Symposium  on 
Disorders  of 
Urethro-Vesical 
Junction 


A SYMPOSIUM  ON  TREATMENT  OF  DISORDERS  OF  THE  URETHRO-VESI- 
CAL JUNCTION  will  be  held  at  the  Delaware  Academy  of  Medicine,  Wilmington, 
Delaware,  November  10-11.  The  program  will  be  presented  by  the  Department  of 
Obstetrics  and  Gynecology  of  the  Wilmington  Medical  Center.  The  fee  is  $200  for 
out-of-state  physicians,  $100  for  Delaware  physicians,  and  $50  for  residents  (with  a 
letter  from  their  Chief  of  Service).  For  information  contact:  Department  of  Obstet- 
rics-Gynecology, Wilmington  Medical  Center,  P.O.  Box  1951,  Wilmington,  Delaware 
19899.  Telephone  (302)  428-4660. 


Depression  in  the  A seminar  on  DEPRESSION  IN  THE  AGING— REASONS,  REMEDIES,  AND 
Aging  Seminar  RESOURCES,  sponsored  by  the  Medical  Society  of  Delaware,  will  be  held  Saturday, 

November  13,  at  the  Delaware  Academy  of  Medicine  Building,  Wilmington.  The 
featured  speaker  will  be  Alvin  I.  Goldfarb,  M.D.,  Associate  Clinical  Professor  of 
Psychiatry,  Mt.  Sinai  School  of  Medicine  of  City  University  of  New  York.  There  will 
also  be  case  presentations  and  a panel  discussion  with  community  resource  people. 
For  information  call  the  Medical  Society  of  Delaware  (302)  658-7596. 


Sickle  Cell  The  Howard  University  Center  for  Sickle  Cell  Disease  will  sponsor  an  INTERNA- 

Disease  Conference  TIONAL  CONFERENCE  ON  SICKLE  CELL  DISEASE:  A WORLD  HEALTH 
PROBLEM,  November  14-17,  in  Washington,  D.C.  Program  approved  for  17%  Cate- 
gory I credits  for  the  Physician’s  Recognition  Award.  Physician’s  registration  fee  is 
$75.00.  For  information  contact:  Center  for  Sickle  Cell  Disease,  Howard  University, 
2121  Georgia  Avenue,  N.W.,  Washington,  D.C.  20059. 


BRO 
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In  Brief 


Air  Pollution 
Illnesses  Course 


NYU  Post-Graduate 
Courses 


Virgin  Islands 
Clinical  Conference 


Scientific  Assemblies 


The  American  Medical  Association  Department  of  Environmental,  Public  and  Occupa- 
tional Health  will  present  a course  on  AIR  POLLUTION  AND  PATIENT  MANAGE- 
MENT, December  3,  in  Philadelphia.  The  course  will  feature  the  types  of  illnesses 
that  may  be  related  to  air  pollution  and  emphazise  treatment  for  those  individuals  who 
are  particularly  susceptible  to  health  problems  caused  by  airborne  materials.  Regis- 
tration fee  is  $25.  Course  is  acceptable  for  Category  I Credit  for  the  AMA  Physician’s 
Recognition  Award.  For  information  contact:  AMA  Department  of  Environmental, 
Public  and  Occupational  Health,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 
Telephone  (312)  751-6532. 

For  information  on  any  of  the  following  courses  contact:  Office  of  the  Associate  Dean, 
Registration  Department,  New  York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  New  York  10016.  Telephone  (212)  679-3200,  Ext.  4207. 

CLINICAL  ELECTRODIAGNOSIS  OF  NEUROMUSCULAR  DISEASE,  December 
8,  New  York  City.  The  course  will  present  the  basic  principles  underlying  electro- 
myography and  nerve  stimulation  studies  to  the  physician  planning  to  specialize  in 
clinical  neurophysiology,  as  well  as  to  allied  physicians  who  rely  on  the  results  as  an 
aid  in  diagnosis.  The  seminar  is  programmed  as  a middle  level  didactic  course  not 
suitable  for  the  individual  already  highly  skilled  in  theory  or  methodology.  No  prior 
training  is  assumed.  Tuition  is  $180.  May  be  used  to  fulfill  30  hours  of  Category  I 
PRA  requirements. 

REVIEW  FOR  RECERTIFICATION  IN  INTERNAL  MEDICINE,  Wednesday  eve- 
nings, January  5 through  September  28.  The  course  is  specifically  designed  to  assist 
internists  preparing  for  the  October  1977  recertification  examination  of  the  American 
Board  of  Internal  Medicine.  Tuition  is  $950.  Registration  is  limited  to  200  with  four 
simultaneous  sections  of  50  registrants  each. 

CURRENT  TOPICS  IN  RESPIRATORY  DISEASE,  January  20-22,  New  York  City. 
The  course  will  present  to  internists  and  family  physicians  a detailed  and  compre- 
hensive review  of  some  of  the  more  commonly  encountered  respiratory  diseases.  Tuition 
is  $150. 


The  Second  Mid-Winter  Virgin  Islands  Clinical  Conference  will  be  presented  by  the 
US  Virgin  Islands  Medical  Society  in  association  with  the  faculty  of  the  University 
of  Pennsylvania  School  of  Medicine,  January  13-15,  in  St.  Croix,  Virgin  Islands.  Lec- 
tures and  seminars  of  interest  to  physicians  in  General  Practice,  Internal  Medicine, 
General  Surgery,  Ob-Gyn,  and  Pediatrics  will  be  featured.  Acceptable  for  14  Category 
I PRA  credits.  Registration  is  limited.  For  information  write  airmail  to:  James  S. 
Glenn,  M.D.,  F.A.C.P.,  Chairman,  US  Virgin  Islands  Medical  Society,  P.O.  Box  520, 
Christiansted,  St.  Croix,  US  Virgin  Islands  00820. 


For  information  on  the  following  contact:  John  Bellows,  M.D.,  30  N.  Michigan  Avenue, 
Chicago,  Illinois  60602.  Telephone  (312)  236-4673. 

TWELFTH  ANNUAL  SCIENTIFIC  ASSEMBLY  OF  THE  AMERICAN  SOCIETY 
OF  CONTEMPORARY  MEDICINE  AND  SURGERY,  January  30-February  5,  in 
Hollywood,  Florida.  40  hours  of  Category  I credit. 

TWELFTH  ANNUAL  SCIENTIFIC  ASSEMBLY  OF  THE  AMERICAN  SOCIETY 
OF  CONTEMPORARY  OPHTHALMOLOGY,  January  30-February  5,  in  Hollywood, 
Florida.  42  hours  of  Category  I credit. 

FIRST  INTERNATIONAL  GLAUCOMA  CONGRESS,  January  31-February  1,  Holly- 
wood, Florida. 
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■ 

I TOO  LITTLE 

otent  as  the  pain  you  need  to  relieve  in  patients 
i fractures,  sprains,  strains,  wounds,  contusions, 
the  pain  of  surgical  convalescence 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  to  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

<E  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


Ike  acetaminophen/codeine  combinations,  it 
Is  not  sacrifice  anti-inflammatory  action 

C TOO  MUCH 

Ipnt— yet  not  excessive  ■ addiction  liability  low 


No.  3 

s potent  as  the  pain  it  relieves 


e.g.tne  pain  or 
sprains  and  strains 


MPIRIN  COMPOUND 
IfITH  CODEINE  NO.  3 

|p  phosphate* (32.4  mg)  gr  '4 

■ blet  also  contains:  aspirin  gr  3’ 2,  phenacetin  gr  2)4,  caffeine  gr  )4.*Warning-may  be  habit-forming. 


& 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  Brief 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


GASTROENTEROLOGIST:  Available  July  1977, 
upon  completion  of  fellowship  at  Duke  University 
Medical  Center.  Graduate  University  of  Pittsburgh 
School  of  Medicine,  1973.  Interested  in  multispe- 
cialty group  practice. 

PEDIATRICIAN:  Board  certified.  Available  July 
1977  upon  completion  of  fellowship  at  University  of 
Virginia. 

INTERNIST:  Board  eligible.  Available  July  1977 
upon  completion  of  third  year  residency  at  the  Cleve- 


land Clinic.  Would  like  group  practice  with  teaching 
opportunities. 

OPHTHALMOLOGIST:  Available  summer  1977  upoi 
completion  of  retinal  diseases  fellowship  at  the  Jule 
Stein  Eye  Institute,  Los  Angeles.  1970  graduate 
Albert  Einstein  College  of  Medicine,  New  York. 
Interested  in  associate  practice. 

PULMONARY  INTERNIST:  University  trained 

AOA,  US  citizen.  P.F.T.’s,  fiberoptic  bronchoscopy 
Desires  medium-sized  community  with  good  schools 
Practice  type  flexible.  Available  July  1977. 


THE  DOCTOR’S  BAG 

-Surgical  and  Orthopedic  Supply  Company.  Incorporated 
1320  Washington  Street  Wilmington,  Delaware  19801 

Sales  ■ Rentals 
302-654-9976 
Female  and  Mole  Filters 
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□ Scholl 

0 Anti-embolism 


0 Abdominal 
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0 Lumbosacral 
0 Sacroiliac 


CUSTOM 

SPINAL 
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0 Hyperextension 
0 Knight 
0 Taylor 
0 Flexion 
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esp  too 


' According  to  her  major 
U>toms,  she  is  a psychoneu- 
patient  with  severe 
|;ty.  But  according  to  the 
i^iption  she  gives  of  her 
ijigs,  part  of  the  problem 
abound  like  depression. 

|is  because  her  problem, 
lugh  primarily  one  of  ex- 
pire anxiety,  is  often  accom- 
■i  d by  depressive  symptom- 
Igy.  Valium  (diazepam) 
irovide  relief  for  both— as 
Bcessive  anxiety  is  re- 
mi,  the  depressive  symp- 
iassociated  with  it  are  also 
irelieved. 

bljhere  are  other  advan- 
jtiin  using  Valium  for  the 
igement  of  psychoneu- 
i jmxiety  with  secondary 
Issive symptoms:  the 
roatherapeutic  effect  of 
1m  is  pronounced  and 
)i  This  means  that  im- 
minent is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


iftance  because  of  their  predisposi- 
■nabituation  and  dependence.  In 
Spey,  lactation  or  women  of  child- 
Iii;  age,  weigh  potential  benefit 
H possible  hazard, 
q lions:  If  combined  with  other  psy- 
8 pics  or  anticonvulsants,  consider 
ft  y pharmacology  of  agents  em- 
te  drugs  such  as  phenothiazines, 
lbs,  barbiturates,  MAO  inhibitors 
Brer  antidepressants  may  potentiate 
feln.  Usual  precautions  indicated  in 
I ; severely  depressed,  or  with  latent 
I ion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  ta 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice,- 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


THE  AMERICAN  COLLEGE  OF  RADIOLOGY  COMMISSION  ON  CANCER 
APPROVES  MAMMOGRAPHY  POLICY 


Leslie  W.  Whitney,  M.D.,  Director  of  the  Del- 
I aware  Cancer  Network,  has  announced  that  the 
j American  College  of  Radiology  ( ACR ) Commis- 
j sion  on  Cancer  and  its  Committee  on  Mam- 
! mography  and  Diseases  of  the  Rreast  have  ap- 
| proved  a new  policy  on  the  conduct  of  mam- 
mographic examinations.  The  new  policy  is  as 
! follows : 

I.  Introduction 

Mammography  has  proven  to  be  the  most  ef- 
|!  fective  diagnostic  tool  so  far  developed  for  the 
| detection  of  breast  cancer  at  an  early  stage  before 
ij  it  spreads  to  regional  lymph  nodes.  This  early 
detection  increases  the  probability  of  cure.  Mam- 
mography at  appropriate  intervals  in  asympto- 
matic women  over  age  35  promises  to  reduce 
significantlv  the  number  of  deaths  from  breast 
cancer. 

Since  there  is  now  no  definitive  scientific  evi- 
dence with  regard  to: 

1.  optimal  age  for  the  initial  mammogram; 

2.  frequency  of  examination; 

3.  data  on  possible  long  term  radiation  risk; 

i this  statement  is  being  issued,  as  a summary  of 
current  informed  opinion. 

II.  Care  of  Women  with  Symptoms 

In  women  who  have  symptoms  of  physical 
findings  suggestive  of  possible  breast  cancer, 
i medical  decisions  must  be  individualized  to 
fit  the  patient’s  needs.  Under  these  circumstances, 


mammography  is  an  integral  part  of  the  evalua- 
tion of  the  patient. 

III.  Screening  of  Asymptomatic  Women 

Recognizing  that  definitive  data  are  not  yet 
available  that  allow  the  establishment  of  firm 
criteria  that  define  a protocol  for  the  screening 
for  breast  cancer  in  asymptomatic  women,  the 
ACR  recommends  the  following: 

1.  All  women  should  have  annual  physical 
examination  of  the  breasts  and  be  taught 
breast  self-examination. 

2.  For  asymptomatic  women  the  first,  or  base- 
line, mammographic  examination  should  be 
performed  between  the  ages  of  35  and  40. 

3.  Subsequent  mammographic  examinations 
should  be  performed  at  one  to  three  year 
intervals  unless  more  frequent  examination 
is  medically  warranted. 

4.  After  age  50,  annual  or  other  regular  inter- 
val examinations,  including  mammography, 
should  be  performed. 

5.  Although  the  carcinogenic  effects  of  radia- 
tion at  current  levels  of  exposure  are  prob- 
ably immeasurably  small,  continuing  at- 
tempts to  reduce  exposure  should  be  made. 
However,  image  quality  must  be  preserved 
for  accurate  diagnosis  to  insure  the  best 
risk/benefit  (cure)  ratio. 

6.  Each  radiologist  should  assure  the  periodic 


I *An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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monitoring  of  his  equipment  and  procedures 
to  determine  that  the  patient’s  exposure  is 
being  maintained  at  the  lowest  feasible 
level. 

IV.  Research  Programs 

The  protocol  currently  being  followed  by  the 
NCI/ACS  sponsored  “Breast  Cancer  Detection 
Demonstration  Projects”  should  be  pursued  so 
that  the  data  are  as  complete  and  accurate  as 
possible  in  order  that  meaningful  conclusions  can 
be  drawn.  Follow-up  of  the  patients  must  be 
carried  out  for  a number  of  years  to  insure  col- 
lection and  evaluation  of  the  data.  Theoretical 
concerns  of  possible  radiation  induced  breast 
cancer  do  not  warrant  change  in  the  current  pro- 
tocol of  the  “Breast  Cancer  Detection  Demon- 
stration Projects.”  Estimates  of  risk  that  include 
a radiation  carcinogenic  effeot  are  of  dubious 
validity  because  of  the  lack  of  objective  scientific 
evidence.  Research  must  be  continued  and  en- 
couraged to: 


1.  Improve  methods  for  measurement  of  low 
level  radiation; 

2.  further  reduce  the  radiation  dose  in  mam- 
mography consistent  with  good  image  qual- 
ity; 

3.  determine  the  most  appropriate  age  at 
which  to  begin  screening  for  different  risk 
groups; 

4.  define  women  of  high  risk; 

5.  define  those  mammographic  findings  that 
dictate  re-examination  at  a shorter  interval; 

6.  establish  the  appropriate  intervals  for  re- 
examination; and 

7.  collect  evidence  of  the  benefits  and  risks 
of  mammography. 

V.  Future  Statements 

Further  statements  will  be  issued  when  addi- 
tional valid  information  permits. 

Copies  are  available  at  the  Network  office. 


UNIFORMS,  INC. 


Full  line  of  uniforms  featuring  such  name  brands  as 
V/hite  Swan , Tiffiny,  V/hittenton , Barco,  etc. 


LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 
HOSIERY 


1140  BALTIMORE  PIKE 
(215)  Kl  3-4002 
Springfield,  Pa.  19064 


TRI-STATE  MALL  (Lower  Level) 
Claymont,  Delaware  19703 
(302)  798-5387 
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FEES  — REASONABLE  OR  OTHERWISE 


A clerical  fluke  recently  precipitated  consider- 
r able  publicity  and  reaction  concerning  an  ortho- 
I!  pedic  fee  which  appeared  unreasonable  to  the 
public  and  to  many  in  our  profession.  This  fee 
: was  exposed  only  by  chance  but  served  to  set 
jj  in  motion  a reaction  which  is  perhaps  overdue. 

The  news  media  had  a field  day  with  this 
iji  newsworthy  item  and  rightfully  asked  the  ques- 
)|  tion  as  to  whether  it  was  appropriate  for  Blue 
j Cross- Blue  Shield  to  pay  this  bill  which  was 
, submitted  by  a participating  physician.  We  in 
[i  the  profession  have  been  caught  in  the  middle 
I between  the  need  to  define  and  control  unreason- 
ii  able  fees,  and  the  need  to  defend  our  colleagues 
2!  against  an  unwarranted  judgment  in  a trial  by 
1 1'  the  press. 

We  need  to  make  it  clear  to  the  public  that  a 
l||  fee  that  appears  excessively  high  need  not  neces- 
||  sarily  represent  an  overcharge.  Such  a fee  may 
||  represent  our  inability  to  accurately  define  our 
ill  services  so  that  a third  party  can  make  appropri- 
ij  ate  payment  for  that  service.  The  public  needs 
j to  understand  that  Blue  Cross-  Blue  Shield  pays 
an  average  payment  for  an  average  service  for  a 
H subscriber  who  pays  an  average  premium.  In- 
I asmuch  as  Blue  Cross-Blue  Shield  will  again  be 
[I  instituting  the  practice  of  notifying  patients  of 
| the  physician’s  charges  and  the  payment  made, 
I we  must  be  prepared  to  answer  the  questions 
I that  will  be  raised  regarding  high  charges. 

At  the  recent  House  of  Delegates  meeting  of 
1 the  Medical  Society  of  Delaware,  the  House 
1 passed  a resolution  recommending  that  Blue 
j Cross-Blue  Shield  of  Delaware,  Inc.  adopt  and 
j implement  a five-digit  coding  system  to  take  ef- 
| feet  no  later  than  July  31,  1977.  An  expansion 
of  the  present  code  would  permit  a more  ac- 

| Del  Med  Jrl,  Nov  1976— Vol  48,  No  11 


curate  definition  of  the  level  of  the  service  • 
rendered  so  that  Blue  Cross-Blue  Shield  could 
make  appropriate  payment  for  that  service. 

We  have,  in  the  past,  heard  reasons  why  the 
five-digit  code  has  not  been  adopted,  including 
its  cost.  In  addition  to  the  cost  for  a changeover, 
it  is  possible  that  a change  to  a five-digit  code 
might  cost  the  subscriber  more  because  of  inac- 
curate statement  of  the  level  of  service  rendered. 
Despite  the  obvious  potential  merit  of  the  five- 
digit code,  we  definitely  need  to  recognize  the 
potential  for  abuse. 

The  House  of  Delegates  also  adopted  a report 
recommending  the  formation  of  an  Ad  Hoc  Com- 
mittee to  look  at  the  overall  problem  of  fees  and 
any  related  practices  within  our  profession  which 
appear  inappropriate.  We  cannot  condone  or 
defend  fees  which  are  clearly  unreasonable  for 
the  service  rendered.  We  also  do  not  want  to 
be  the  scapegoat  for  a system  which  is  conducive 
to  inequities  between  honest  well-meaning  col- 
leagues, a system  which  invites  abuses  by  those 
few  who  do  not  see  the  abuse  as  such  anymore 
than  they  would  fail  to  take  advantage  of  any 
tax  loophole  available  under  the  law.  It  should 
be  obvious  to  anyone  that  the  Usual  and  Cus- 
tomary Program  has  been  grossly  unfair  to  those 
physicians  who  have  tried  to  hold  the  line  on 
charges.  The  system  has  also  permitted  the  ap- 
pearance, at  least,  of  inequity  and  lack  of  fair- 
ness between  sectors  of  our  profession  as  they 
vie  for  a bigger  piece  of  the  Blue  Shield  pie. 
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Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  cr  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  exje 1 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorptio 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surfs 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  ■. 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a d 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  proto 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  ft 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTt 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  I 
ture  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomyciri. 
toxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section).  | , 
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GRAM-NEGATIVE  SEPSIS 


Gram-negative  bacilli  have  superseded  staphy- 
lococci as  the  most  frequent  cause  of  wound  in- 
fections and  have  become  the  most  common 
cause  of  hospital-acquired  bacteremia.  Indeed, 
the  frequency  of  gram-negative  bacteremia  has 
increased  tenfold  during  the  years  1951-1971, 
rising  from  0.8%  to  8.0%  per  1000  hospital  ad- 
missions.1 At  present,  nearly  1%  of  patients 
admitted  to  hospitals  either  will  be  admitted  with 
gram- negative  bacteremia  or  will  develop  it 
while  there.2-4 

The  frequency  of  gram-negative  bacteremia 
undoubtedly  varies  from  hospital  to  hospital,  but 
if  the  observed  prevalence  of  0.8%  at  the  Boston 
University  Hospital  is  projected  to  all  acute  care 
hospitals,  approximately  330,000  cases  of  gram- 
negative bacteremia  can  be  anticipated  annually 
in  the  United  States.2-4 

The  fatality  rate  of  gram-negative  bacteremia 
ranges  from  20%  to  50%. 3-0  Assuming  an  aver- 
age fatality  rate  midway  between  these  values, 
as  many  as  132,000  deaths  per  year  may  result 
from  gram-negative  bacteremia  (GNB).  The 
magnitude  of  this  problem  is  more  readily  ap- 
i predated  when  it  is  recognized  that  this  number 
of  deaths  each  year  from  gram-negative  bac- 
teremia is  considerably  greater  than  the  annual 
number  of  fatalities  resulting  from  automobile 
accidents  in  the  United  States. 

Dr.  Le  Frock  is  Associate  Professor  of  Medicine  in  the  Division 
of  Infectious  Diseases,  Albany  Medical  College  of  Union  Uni- 
versity. 


This  paper  was  adapted  from  a presentation  at  the  Infectious 
Disease  Conference  of  the  Wilmington  Medical  Center. 


Jack  L.  Le  Frock,  M.D. 

Gram-negative  bacteremia  has  long  been 
recognized,  but  it  was  not  until  1951  that 
acknowledgement  was  made  of  the  specific 
shock  syndrome  that  can  occur  in  patients  with 
gram-negative  sepsis  (GNS).5  Since  then,  large 
series  of  patients  with  gram-negative  bacteremia 
and  shock  have  been  reported.  The  mortality 
rate  has  remained  high  despite  recent  advances 
in  antibiotic,  fluid,  and  shock  therapy.  Un- 
doubtedly, such  dismal  therapeutic  results  have 
been  due  in  part  to  our  poor  understanding  of 
the  pathogenesis,  hemodynamics,  and  biochemi- 
cal events  of  endotoxic  shock. 

Patients  at  Risk 

Who  are  the  people  most  likely  to  develop 
gram-negative  sepsis?  First  is  the  hospitalized 
patient  who  was  recently  the  subject  of  GU  sur- 
gery or  instrumentation.  Second  most  likely  is 
the  debilitated  patient  whose  normal  tissue  in- 
tegrity has  been  impaired  beyond  the  point 
where  the  tissues  can  resist  invasion  by  these 
pathogens.  The  infecting  organisms  in  these 
two  categories  are  most  often  introduced  by  a 
catheter,  a tracheostomy  tube,  or  some  other 
source  of  nosocomial  infection. 

Very  young  and  very  old  patients  and  patients 
who  have  received  massive  doses  of  antibiotics 
which  have  altered  the  natural  microbial  enemies 
of  gram-negative  organisms  are  the  next  most 
likely  patients  for  GNS.  Extensive  antibiotic 
administration  also  promotes  over-growth,  coloni- 
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TABLE  1 

FACTORS  WHICH  DETERMINE  THE  ETIOLOGY  OF 
GRAM  NEGATIVE  BACTEREMIA 


Site  of  Origin 

Predisposing  Factors 

Causative  Organisms 

Genitourinary  Tract 
Kidney 
Bladder 
Prostate 

Obstruction,  instrumentation, 
catheterization  (single 
and  indwelling ) 

E coli 

Klebsiella-Enterobacter- 
Serratia 
Ps  aeruginosa 
•Proteus  sp 

Gastrointestinal  Tract 
Bowel 
Biliary  Tract 

Obstruction,  neoplasia, 
abscesses,  diverticulitis 

E coli 

Klebsiella-Enterobacter- 
Serratia 
Bacteroides  sp 
Salmonella  sp 

Reproductive  System 
Uterus 

Instrumentation,  abortion, 
postpartum 

Bacteroides  sp 
E coli 

Klebsiella-Enterobacter- 

Serratia 

Respiratory  Tract 
Bronchi 
Lungs 

Obstruction,  tracheostomy, 
mechanical  ventilatory 
assistance 

Ps  aeruginosa 
Klebsiella-Enterobacfer- 
Serratia 

Acinetobacter  (Herellea- 
Mima) 

Proteus  sp 
E coli 

Vascular  System 

Venous  cutdowns,  intraven- 
ous catheters,  intravascu- 
lar cardiac  pacemakers, 
prosthetic  valves 

Ps  aeruginosa 
Acinetobacter  (Herellea- 
Mima ) 

Klebsiella-Enterobacter- 

Serratia 

Integument 

Leukemia,  agranulocytosis, 
immunosuppressives, 
burns 

Ps  aeruginosa 
Acinetobacter  (Herellea- 
Mima ) 

Klebsiella-Enterobacter- 

Serratia 


zation,  and  infeotion  with  gram-negative  bacilli 
and  provides  a marked  reproductive  advantage 
to  antibiotic-resistant  “hospital  flora.”  Immuno- 
deficient  or  immunosuppressed  patients  (those 
with  leukemia,  agranulocytosis,  or  granulocyto- 
penia, transplant  recipients,  or  those  receiving 
corticosteroids)  have  a greater  likelihood  of  de- 
veloping bacteremia  because  polymorphonuclear 
leukocytes  play  a predominant  role  in  protection 
against  gram-negative  bacilli. 

Etiology 

A variety  of  factors  tend  to  determine  the 
bacterial  speoies  producing  bacteremia,  such  as 


whether  the  infection  was  acquired  within  the 
hospital  or  in  the  community,  whether  or  not 
there  was  prior  antibiotic  therapy,  and  where 
the  bacteremia  originated. 

It  is  often  possible  to  prediot  the  most  likely 
etiologic  agent  from  specific  anatomic  sites. 
(Table  1)  For  example,  Escherichia  coli  is  the 
most  frequent  cause  of  bacteremia  originating 
from  either  the  urinary  or  gastrointestinal  tracts: 
Klebsiella-Enterobacter-Serratia  speoies  is  next. 
In  3,200  cases  of  gram-negative  bacteremia,  E. 
coli  was  the  etiologic  agent  in  37 %,  Klebsiella- 
Enterobacter-Serratia  in  20%,  Ps  aeruginosa  in 
17%,  and  Proteus  sp  in  11%. 
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Invasion  of  the  bloodstream 
from  a recognized  site 
of  infection,  such  as: 
— 

Suppurative  phlebitis  at  site  of  IV 
catheter 

Urinary  tract  infection 
Staphylococcal  furuncle  of  skin 

Infected  decubitus  ulcer 
Peritonitis,  diverticulitis, 

appendicitis,  and  pelvic  sepsis 


TABLE  2 

PATHOGENESIS  OF  BACTEREMIA 

Invasion  of  the  bloodstream 
from  a potential  source 
of  infection,  such  as: 


Intravenous  or  intraarterial 
catheter 
Urinary  catheter 
Major  lesion  of  skin  (burn) 
or  mucous  membranes 
Biliary  obstruction 
Dental  manipulation 


Invasion  of  the  bloodstream 
from  an  occult  source 
of  infection,  such  as: 


Bacterial  endocarditis 

Typhoid  fever,  paratyphoid  fever 
Meningococcal  infection 
Gonococcal  infection 

(in  absence  of  clinically  overt 
urethritis,  proctitis,  or 
pharyngitis) 

Brucellosis 


Pathogenesis  and  Pathophysiology 

Bacteria  can  be  shed  into  the  blood  stream 
from  a variety  of  sources  (Table  2),  but  statis- 
tically, the  skin,  lung,  and  urinary  or  intestinal 
tract  (including  the  biliary  tract)  are  the  most 
common  fooi.  The  recognition  of  an  established 
focus  of  infection  can  furnish  the  physician  an 
important  clue  to  the  infecting  species  and,  there- 
fore, the  type  of  antimicrobial  therapy  required. 

The  clinical  manifestations  of  high-grade  or 
persistent  bacteremia  can  be  correlated  with  the 
pathophysiology  of  the  syndrome.  ( Figure  1 ) No 
clear  distinction  has  been  made  between  the 
consequences  of  simple  bacteremia  and  the  syn- 
drome of  bacteremia  shock  because  it  is  probable 
that  the  latter  is  but  one  end  of  a spectrum  of 
cardiovascular  responses.  The  frequency  with 
which  shock  occurs  in  bacteremia  cannot  be 
stated  with  certainty.  It  depends  upon  the  size  of 
the  bacterial  inoculum,  the  species  of  organism, 
the  cardiac  status  of  the  host,  and  other  host  fac- 
l tors. 

The  mechanisms  responsible  for  the  clinical 
i manifestations  of  gram-negative  bacteremia  re- 
i main  incompletely  defined  despite  intensive  in- 
| vestigation.  As  the  clinical  findings  in  bacter- 
i emia  are  similar  to  those  observed  after  endo- 
toxin administration  and  because  endotoxin  is 
present  in  the  cell  walls  of  all  gram-negative 
I bacilli,  it  often  is  assumed  that  endotoxin  per  se 
i causes  the  manifestations  of  GNB.  These  ob- 
1 servations  have  resulted  in  the  development  of 
] the  concept  that  circulating  endotoxin  released 


during  growth  or  lysis  of  gram-negative  baoilli 
is  the  primary  pathogenetic  mechanism  in  gram- 
negative  infeotions,  but  there  is  little  factual 
support  for  this  concept.710 

A large  variety  of  substances — epinephrine, 
norepinephrine,  serotonin,  5-hydroxytryptophan, 
histamine,  glucocorticoids,  lysosomal  enzymes, 
kinins,  and  others — have  been  proposed  as  chemi- 
cal mediators  for  the  findings  observed  in  gram- 
negative bacteremia.  This  has  resulted  from 
ohanges  in  the  concentration  of  these  substances 
observed  after  experimental  administration  of 
endotoxin.  It  has  yet  to  be  demonstrated  that 
similar  changes  occur  in  clinical  infections.  The 
circulatory  and  hemostatic  changes  observed  in 
gram-negative  infections  may  result  from  inter- 
play among  the  components  of  the  coagulation, 
complement,  fibrinolytic,  and  kinin  systems.1114 
Complexes  of  antigen  with  antibody  act  on  com- 
plement as  does  endotoxin  which  also  acts  on 
Hageman  factor  to  initiate  the  coagulation  cas- 
cade. 

The  greatest  impact  of  a high-grade  bacte- 
remia is  on  the  circulatory  system.  While  the 
fortunate  patient  may  exhibit  little  more  than 
minor  instability  of  vital  signs,  all  too  often  the 
familiar  clinical  syndrome  of  shock  occurs.  Renal 
perfusion  decreases,  the  skin  becomes  cold  and 
clammy,  myocardial  contractility  may  be  com- 
promised, and  lactic  acidosis  supervenes.  The 
single  most  important  focus  of  these  changes 
appears  to  be  the  splanchnic  microcirculation 
in  which  dilation  of  the  precapillary  sphincters 
and  constriction  of  the  postoapillary  vessels  con- 
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FIGURE  1 

PATHOPHYSIOLOGIC  CONSEQUENCES  OF  BACTEREMIA* 

1 . INITIAL  PHASE 

Liberation  of  pyrogens  from  PMNs  and  monocytes  fever 
Initial  respiratory  alkalosis,  then  metabolic  (lactic)  acidosis 
Initial  sympathetic  adrenergic  response 
tachycardia 
perspiration 

increased  cardiac  output 
cutaneous  vasoconstriction 

2.  MAY  PROGRESS  TO  BACTEREMIC  SHOCK 

Splanchnic  pooling  > Precapillary  > Transudation  of  > Postcapillary 

of  blood  vasodilatation  fluid  through  vasoconstriction 

I splanchnic  bed 

capillaries 

V 

Hypotension 

1 

V 

Decreased  venous 
return 

I 

V 

Depression  of 
myocardial  function 

3.  MAY  PROGRESS  TO 
“Shock  lung" — 

interstitial  edema;  capillary  thrombi 
Renal  failure 

insufficient  renal  perfusion 

Disseminated  intravascular  coagulation  and  related  consequences 

"Adopted  from  Drug  Therapy/April  1975,  article  by  Dr.  Michael  Barga 

.. 

initial  manifestations.  It  is  not  difficult  to  recog- 
nize gram-negative  sepsis  when  it  appears  in  its 
classic  form,  but  there  must  be  an  unusually 
high  index  of  suspicion,  for  at  times  the  only 
early  signs  of  gram-negative  sepsis  are  mild  fever,; 
hyperventilation,  and  unexplained  confusion.  The1 
diagnosis  may  be  very  difficult  to  make  in  the ! 
very  old  and  the  very  young.  Table  3 lists  some 
of  the  clinical  features  and  some  of  the  ways  in 
which  gram-negative  bacteremia  may  present. 

The  Therapeutic  Approach 

What  is  the  therapeutic  approach  when  gram- 
negative  bacteremia  is  suspected?  I feel  the 
most  important  aspects  of  management  are:  1) 


tribute  to  pooling  of  blood  and  transudation  of 
fluid.  Venous  return  is  decreased,  peripheral 
perfusion  declines,  and  these  changes  combined 
with  subsequent  acidosis,  exacerbate  the  circula- 
tory abnormalities  in  the  splanchnic  bed. 

What  are  the  clinical  clues  to  the  presence  of 
gram-negative  bacteremia?  Classically  the  dis- 
ease presents  with  an  abrupt  onset  of  shaking, 
chills,  fever,  prostration,  and  occasionally  nausea 
and  vomiting  within  one  to  two  hours  after 
manipulation  of  a catheter,  infected  wound,  or 
GU  instrumentation.  Mild  hypotension  followed 
by  peripheral  vasoconstriction,  a more  pro- 
nounced drop  in  blood  pressure,  and  oliguria 
usually  appear  within  two  to  six  hours  after  the 
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TABLE  3 

CLINICAL  FEATURES  SUGGESTIVE 
OF  GRAM-NEGATIVE  BACTEREMIA 

1.  Chills,  fever,  and  hypotension 

2.  Hypotension  without  evident  cause 

3.  Thrombocytopenia  without  evident  cause 

4.  Fever  alone  (especially  in  patients  with  malig- 
nancies, hematologic  and  urinary  tract  dis- 
ease, following  instrumentation,  or  with  intra- 
vascular catheters  or  foreign  bodies) 

5.  Tachypnea,  hyperpnea,  or  respiratory  alka- 
losis without  evident  cause 

6.  Oliguria  or  anuria  without  apparent  cause 

7.  Hypothermia  ( rectal  temperature  mandatory ) 

8.  Unexplained  change  in  mentation  (agitation, 
confusion,  etc.) 

9.  Acidosis  without  apparent  cause 

10.  Evidence  of  pulmonary  infection  (associated 
with  ventilatory  assistance) 
i|  11.  Evidence  of  urinary  tract  infection 

j prompt  recognition  of  the  impending  clinical 
picture  and  its  source;  2)  identification  of  the 
1 etiological  agent  and  determination  of  its  sus- 
I ceptibility  to  antimicrobial  agents;  3)  drainage 
of  purulent  accumulation,  removal  of  foreign 
bodies,  or  correction  of  obstructive  lesions;  4) 
administration  of  adequate  parenteral  doses  of 
I!  an  appropriate  antimicrobial;  and  5)  prevention 
and  management  of  complications. 

Cultures  should  be  obtained  from  specimens 
of  blood,  urine,  sputum,  exudates,  wound  drain- 
age, and  intravenous  catheters.  Alterations  in 
hemograms  and  blood  chemistry  values  are  fre- 
quent in  gram-negative  bacteremia  and  may 
| provide  a clue  to  its  presence.  Moderate  to 
i marked  leukocytosis  is  usual.  However,  bacte- 
remia caused  by  Salmonella  or  Pseudomonas  may 
be  associated  with  leukopenia  and  relative  or  ab- 
solute granulocytopenia.  Other  abnormal  labora- 
tory values  which  may  be  seen  are  urea  nitrogen 
increase,  hyperkalemia,  hyponatremia,  and  hypo- 
glycemia. Early,  there  is  a respiratory  alkalosis; 
later  metabolic  acidosis  subvenes. 

Because  the  detection  of  these  abnormal  hema- 
tologic or  biochemical  values  may  help  alert  the 
physician  to  the  possibility  of  gram-negative  bac- 
teremia, such  data  should  be  obtained  for  all 
patients  in  whom  gram-negative  bacteremia  is 
suspected.  The  most  important  diagnostic  tools 


for  the  recognition  of  gram-negative  bacteremia 
are  a high  index  of  suspicion  and  clinical  acumen. 

Therapy 

Therapy  is  two-fold:  treatment  with  the  proper 
antibiotics  and  management  of  bacteremic  shock 
and  hypoperfusion. 

Consideration  of  the  most  likely  etiologic  agent 
and  estimation  of  its  anticipated  antimicrobial 
susceptibility  pattern  are  the  most  important 
aspects  in  the  selection  of  initial  antimicrobial 
therapy  for  suspected  gram-negative  bacteremia. 
Evaluation  of  possible  antibiotic  sensitivity  in- 
volves consideration  of  whether  the  infection  was 
acquired  within  the  hospital  and  knowledge  of 
the  antibiotic  susceptibility  patterns  of  bacteria 
constituting  the  indigenous  hospital  flora.  Strik- 
ing differences  have  been  noted  in  antibiotic  sus- 
ceptibility patterns  of  gram-negative  bacilli  even 
in  hospitals  situated  quite  close  to  one  another. 

Treatment  cannot,  of  course,  be  withheld  while 
waiting  for  the  results  of  blood  cultures.  There- 
fore, an  antibiotic  must  be  administered  whose 
spectrum  of  antimicrobial  activity  will  include 
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TABLE  4 

ANTIBIOTICS  OF  PREFERENCE  FOR  INITIAL  THERAPY 
IN  PRESUMED  GRAM-NEGATIVE  BACTEREMIA 


croorgamsms 


Antimicrobial  Agents 

First  choice  Other  choices 


Suspected  microorgar 

Escherichia  coli 
Klebsiella  sp 
Enterobacter  sp 
Serratia  sp 

Pseudomonas  aeruginosa 
Proteus  mirabilis 
Proteus  vulgaris,  P morganii, 
or  P rettgeri 

Herellea  sp  or  mimeae  sp 
Haemophilus  influenzae 
Bacteroides  fragilis 

Bacterpides  melaninogenicus 


Ampicillin 

Kanamycin  or  Gentamicin 
Gentamicin 

Gentamicin,  Kanamycin 
Gentamicin  and  Carbenicillin 
Ampicillin  or  Penicillin  G 

Gentamicin,  Kanamycin 
Kanamycin  or  Gentamicin 
Ampicillin 

Clindamycin  or  Chloramphenicol 
Penicillin 


Kanamycin  or  Gentamicin 
Chloramphenicol 
Chloramphenicol  or  Colistin 
Colistin,  Chloramphenicol 
Colistin 

Cephalothin,  Chloramphenicol 

Chloramphenicol 

Chloramphenicol 
High  dose  penicillin  G, 
Tetracycline 

Clindamycin,  Chloramphenicol 


rripst  of  these  possible  pathogens.  I recom- 
mend gentamicin  alone  as  initial  therapy  for 
gram-negative  bacteremia.  In  patients  in  whom 
Pseudomonas  sepsis  is  suspected,  I add  carbeni- 
cillin. These  two  drugs  have  been  shown  to  be 
synergistic  against  many  strains  of  Pseudomonas. 
If  sepsis  may  be  due  to  either  gram-positive  or 
gram-negative  bacteria,  a penicillinase-resistant 
penicillin  (such  as  oxacillin),  cephalosporin,  or 
clindamycin  should  be  given  with  gentamicin  as 
initial  therapy.  Clindamycin  or  chlorampheni- 
col is  indicated  for  bacteroides  sepsis.  Following 
identification  and  sensitivity  tests,  specific  ther- 
apy with  the  least  toxic  drug  should  be  instituted; 
the  usual  course  of  therapy  is  10-14  days.  Table 
4 lists  the  antibiotics  which  are  most  effective 
against  the  usual  etiologic  agents  of  gram-nega- 
tive bacteremia. 

Management  of  bacteremic  shock  is  very  im- 
portant. If  the  central  venous  pressure  is  low, 
fluids  must  be  given.  The  nature  of  the  fluid 
used  for  replacement  will  depend  on  the  hemato- 
crit and  other  factors,  but  since  pathogenesis  in- 
volves a decrease  in  the  circulating  volume, 
fluids  which  will  expand  the  vascular  space 
(blood,  plasma,  dextran)  are  preferred  over 
those  which  do  not,  such  as  saline  and  dextrose 
in  water.  Lactic  acid  acidosis  should  be  cor- 
rected with  sodium  bicarbonate. 

The  value  of  steroids  remains  very  contro- 
versial. There  is  agreement,  however,  that  if 


they  are  used  it  should  be  as  early  as  possible 
and  in  very  large  doses  (4-6  gm  hydrocortisone 
or  its  equivalent). 

There  is  a large  literature  on  the  use  of 
vasoconstrictor  and  vasodilator  drugs  in  bac- 
teremic shock.  Dopamine  ( Intropin -ArnarStone ) 
is  inotropic  and  dilates  the  renal,  mesenteric, 
coronary,  and  intracerebral  arterial  beds.  In 
moderate  doses  it  does  not  markedly  increase 
heart  rate  or  myocardial  oxygen  consumption. 
It  is  most  effective  when  used  early.  Isopro- 
terenol (Isupr e\-Winthrop)  is  also  a useful  agent, 
exerting  a potent  inotropic  effect  on  the  heart 
and  inducing  widespread  peripheral  vasodilation. 
The  resulting  increased  peripheral  perfusion  is 
achieved,  however,  in  association  with  tachy- 
cardia and  markedly  increased  myocardial  re- 
quirements for  oxygen.  In  some  instances,  iso- 
proterenol has  been  combined  with  dopamine. 
Skin  temperature  and  turgor,  CVP,  urinary  out- 
put, blood  pressure,  pulse  pressure,  and  heart 
rate  are  the  major  measurements  used  in  asses- 
sing the  response  to  therapy. 

There  are  many  reasons  for  failure  to  eradicate 
bacteremia,  such  as  inappropriate  antibiotic,  in- 
sufficient dosage  of  length  of  treatment,  failure 
to  eradicate  primary  focus  of  infection,  the  pres- 
ence of  undrained  abscess,  obstructed  urinary 
or  biliary  tract,  or  a contaminated  foreign  body. 
The  need  for  removing  or  draining  a feeding 
focus  of  bacteremia  cannot  be  overemphasized. 
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Indeed,  in  many  instances  the  only  hope  of  sav- 
ing die  patient  lies  in  surgical  intervention,  de- 
spite suboptimal  circulatory  status.  To  wait  for 
many  hours  in  the  hope  that  the  patient  will 
become  a better  candidate  for  surgery  is  often 
to  court  disaster. 

Conclusion 

The  most  important  aspects  of  management 
are  prompt  recognition  and  equally  prompt  treat- 
ment. The  high  mortality  justifies  intense,  eclec- 
tic therapy  as  soon  as  one  suspects  the  syndrome. 
In  my  opinion,  the  keystone  of  therapy  is  the 
rapid  killing  of  the  invading  organisms  by  anti- 
biotics. The  treatment  of  the  shock  should  be 
equally  vigorous  and  sequential. 

The  treatment  of  gram-negative  bacteremia  is 
much  less  satisfying  than  its  prevention.  How- 
ever, until  administrative,  nursing,  and  medical 
staffs  are  willing  to  make  meaningful  commit- 
ments to  the  control  of  hospital-acquired  infec- 
tions, preventable  instances  of  gram-negative 
bacteremia  will  continue.  Careful  attention  to 
the  three  principal  vectors — urinary  catheters, 
intravenous  catheters,  and  ventilatory  equip- 
ment— can  significantly  reduce  infection  rates. 
This  careful  attention  should  include  limitation 
of  their  use  to  essential  situations. 
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INFORMED  CONSENT, 

AN  ISSUE  IN  MEDICAL  PRACTICE 


William  E.  Hassan,  Jr.,  Ph.D.,  LL.B. 


In  today’s  world,  it  is  crucial  for  the  physi- 
cian to  have  a thorough  understanding  of  the 
legal  considerations  involved  in  the  conduct  of 
the  profession  of  medicine.  One  of  the  more 
important  doctrines  which  the  physician  en- 
counters in  his  daily  practice  is  that  of  informed 
consent.  Unfortunately,  too  many  physicians 
treat  the  requirements  for  informed  consent  in 
an  informal  fashion  and  therefore  fail  to  obtain 
consent  in  a manner  which  can  be  relied  upon 
should  the  issue  be  litigated. 

Informed  consent  has  been  defined  by  federal 
regulatory  agencies  and  has  been  subjected  to 
the  test  of  judicial  analysis.  Health  professionals 
are  reasonably  well  aware  of  the  impact  of  regu- 
latory agency  regulations  upon  their  practice, 
but  they  are  seldom  aware  of  the  effect  of  judi- 
cial decisions.  Thus,  it  is  important  to  realize 
that  case  law,  which  has  been  developed  by  a 
projection  of  new  fact  situations  into  court  pro- 
ceedings, may  set  the  precedent  upon  which 
all  new  cases  may  be  adjudicated.  It  is  mainly 
this  case  law  that  is  utilized  by  lawyers  in  de- 
termining the  merits  of  prosecuting  or  defending 
a case  which  is  brought  before  them  by  a client. 
Thus,  in  this  presentation  liberal  use  of  case  law 
will  be  made. 

Wrongful  Touching — A Battery 

Since  medical  care  of  a patient  requires  the 
health  care  provider  to  touch  a patient  during 
the  course  of  an  examination,  it  is  necessary  to 
understand  when  this  touching  is  legally  im- 
proper or  wrong.  A basic  premise  of  our  society 
is  that  the  intentional  touching  of  another  person 
without  first  obtaining  that  person’s  permission 
to  do  so  is,  in  the  eyes  of  the  law,  a legal  wrong. 

Ur.  Hassan  is  Director  of  Peter  Bent  Brigham  Hospital  and 
Vice  President  for  Administration.  Affiliated  Hospitals  Center,  Inc., 
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It  is  a battery  and  in  an  action  at  law,  if  proven, 
can  result  in  damages  being  paid  to  the  plaintiff. 
Clearly,  this  excludes  an  accidental  touching  as 
happens  in  crowded  areas  on  buses  and  at  lunch 
counters.  Logically  then  every  individual  has  a 
right  to  refuse  to  authorize  a touching  of  his 
body,  and  everybody  must  recognize  a legal  duty 
to  refrain  from  touching  another  person  unless 
that  touching  has  been  approved  by  having  per- 
mission granted.  Therefore,  it  is  obvious  that 
authorization  is  absolutely  essential  prior  to  a 
physician’s  carrying  out  contemplated  medical 
or  surgical  procedures.  In  addition,  a competent 
patient’s  refusal  to  authorize  such  a procedure 
must  be  recognized  and  accepted  by  the  phy- 
sician regardless  of  the  reasoning  which  led  to 
the  refusal. 

Lack  of  Informed  Consent  vs  Negligence 

There  exists  a sharp  distinction  between  lia- 
bility resulting  from  a battery,  and  liability  re- 
sulting from  negligence  in  performing  the  pro- 
cedure. In  the  first  instance  liability  resulted 
from  the  nonconsensual  touching  of  the  patient 
whereas,  in  the  second,  liability  was  the  result 
of  a deviation  from  an  accepted  standard  of  care. 
The  physician  should  always  remember  that  a 
bona  fide  emergency  creates  a situation  wherc'by 
he  must  act  immediately,  and  therefore  he  is 
excused  from  obtaining  the  consent  of  the  pa- 
tient or  his  guardian,  spouse,  or  next  of  kin. 
Also  of  importance  to  the  physician  charged  with 
committing  a battery,  is  the  fact  that  improve- 
ment of  the  patient’s  condition  as  a result  of  the 
battery  is  no  defense.  Clearly  then,  a physician 
is  obligated  to  obtain  the  informed  consent  of  the 
patient  prior  to  the  commencement  of  treatment 
or  run  the  risk  of  having  committed  a battery. 

Informed  Consent — What  Is  It? 

In  the  daily  conversation  of  health  care  pro- 
viders, the  word  “consent”  is  used  many  times. 
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Institutions  and  practitioners  have  myriads  of 
forms  called  “Consent  Forms”  for  the  patient  to 
sign.  Others  do  not  make  use  of  special  forms  t 
but  rely  upon  an  entry  into  the  medical  record 
that  states  that  on  a particular  date  and  time  j j 
the  pros  and  cons  of  the  contemplated  procedure  i 
were  explained  to  the  patient  and  express  con- 
sent was  given.  This  entry  into  the  medical  | 1 
records  is,  in  some  instances,  signed  by  the  pa- 
tient or  his  duly  authorized  representative  and 
in  others  by  a witness  to  the  discussion.  Yet,  if 
one  were  to  inquire  as  to  how  these  individuals  q 
define  “consent,”  it  is  plausible  to  expect  many  j , 
divergent  definitions. 

The  courts  have  wrestled  with  the  definition  4 
of  the  word  “consent”  for  a long  time,  and  it  is  I 
therefore  of  interest  to  examine  the  resultant  ji|i 
definitions;1  1 

a.  A concurrence  of  wills.  Voluntarily  yield- 
ing the  will  to  the  proposition  of  another;  J 
acquiescence  or  compliance  therewith 
(Twin  Ports  Oil  Co.  vs  Pure  Oil  Co.,  D.C.  I 
Minn.,  26  F.  Supp.  366,  371 ) 

b.  Consent  is  an  act  of  reason,  accompanied 
with  deliberation,  the  mind  weighing  as  in 
a balance  the  good  or  evil  on  each  side. 

(1  Story,  Eq.  Jur.  s.  222) 

c.  It  means  voluntary  agreement  by  a person  I j 
in  the  possession  and  exercise  of  sufficient  ! 
mentality  to  make  an  intelligent  choice  to 
do  something  proposed  by  another. 

(People  vs  Kangiesser,  44  Cal.  App.  345) 

d.  Consent  is  implied  in  every  agreement.  It 
is  an  act  unclouded  by  fraud,  duress,  or 
sometimes  even  mistake. 

(Heine  vs  Wright,  76  Cal.  App.  338) 

e.  There  is  a difference  between  consenting 
and  submitting.  Every  consent  involves  a 
submission;  but  a mere  submission  does  ; 
not  necessarily  involve  consent. 

(9  Car  & P.  722) 

f.  “Consent”  means  an  active  circumstance  of 
concurrence;  “assent”  is  a passive  act  of  con- 
currence before  another  does  the  act 
charged. 

(Perryman  vs  State,  63  Ga.  App.  819) 

From  these  definitions,  other  authors  have 
concluded  that  consent  simply  means  an  authori- 
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zation  by  a patient  that  changes  a non-consensua] 
touching  to  a consensual  touching.2  It  follows, 
therefore,  that  the  physician,  in  order  to  avoid 
later  liability,  must  have  substantial  proof  dem- 
onstrating that  he  did  obtain  the  patient’s  con- 
sent. Furthermore,  the  proof  must  be  adequate 
to  refute  allegations  that  the  patient’s  consent 
was  not  effective  because  he  was  not  given  ade- 
quate information  to  make  an  intelligent  choice 
from  among  the  treatments  offered  by  the  phy- 
sician. 

Many  physicians  have  expressed  concern  over 
the  issue  of  how  does  one  determine  whether  or 
not  he  has  furnished  enough  information  to  the 
patient  to  provide  the  basis  for  an  informed  con- 
sent. This  issue  is  a source  of  conflict  in  the 
minds  of  many  lawyers  and  courts,  judges 
differ  in  their  opinion  as;  to  whether  the  doctrine 
of  informed  consent  has  its  origin  in  the  profes- 
sional duty  derived  from  the  local  practice  of 
medicine,  or  a legal  duty  stemming  from  the 


existence  of  the  doctor/paticnt  relationship.  As 
a result  of  the  divergent  views,  two  tests  to  de- 
termine the  adequaev  of  disclosure  have  emerged. 

Under  the  first  test,  a physician’s  performance 
in  disclosing  information  to  his  patient  must  be 
commensurate  with  the  standard  of  his  colleagues 
in  regard  to  disclosure  in  the  same  locality.2 
Under  these  circumstances,  the  physician  must 
be  able  to  produce  expert  testimony  from  a 
prominent  practitioner  in  the  area  who  can  at- 
test to  the  prevailing  practice  followed  locally 
by  the  medical  profession.  This  test  was  ap- 
plied in  the  case  of  Govin  vs  Hunter,  374  1J.  2nd. 
421.  Here,  the  court  stated  that  there  was  an 
absence  of  proof  that  the  patient’s  physician  de- 
parted from  the  practice  of  a competent  doctor 
in  providing  information  about  the  contemplated 
vein  stripping  operation.  In  any  malpractice 
suit  involving  the  testimony  of  a competent  doc- 
tor, the  patient  must  establish  two  elements  in 
order  for  liability  to  be  imposed  upon  the  de- 
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fendant  physician.  First,  the  plaintiff  patient 
must  prove  the  following: 

a.  Information  pertaining  to  the  procedure  and 
the  hazards  thereof  was  not  provided  by 
the  defendant  physician. 

b.  The  physician  deviated  from  the  standard 
of  performance  of  other  local  practitioners 
in  the  area  pertaining  to  degree  of  dis- 
closure in  obtaining  an  informed  consent. 

The  second  test  of  informed  consent  stems 
from  the  legal  duty  arising  out  of  the  existence 
of  the  physician-patient  relationship.  In  this 
instance,  the  physician  may  be  held  liable  only 
if  the  jury  (or  judge)  finds  that  the  plaintiff 
patient  did  not  receive  adequate  information  to 
allow  him  to  give  an  informed  consent.  Thus,  if 
a physician  fails  to  warn  the  patient  about  an 
unfavorable  consequence  that  might  result  from 
the  contemplated  procedure,  it  is  highly  prob- 
able that  a jury  might  interpret  that  this  failure 
to  disclose,  in  fact,  induced  consent  by  the  pa- 
tient which  he  otherwise  would  have  denied. 

Some  jurisdictions  have  been  applying  the 
doctrine  of  the  reasonable  man  as  a standard 
against  which  a jury  or  judge  may  determine 
the  adequacy  of  disclosure.  The  law  recognizes 
and  sets  standards  according  to  what  this  ficti- 
tious individual  (the  “reasonable  man”)  would 
have  done  under  similar  fact  situations.  The 
case  of  Hunter  vs  Brown,  484  P.  2nd  1162,  illus- 
trates an  informed  consent  case  in  which  the 
reasonable  man  theory  was  applied.  The  court 
held  that  the  disclosure  duty  of  the  physician 
is  violated  if  he  fails  to  provide  the  patient  with 
material  facts  concerning  the  contemplated  pro- 
cedure which  are  reasonably  necessary  for  the 
patient  to  form  the  basis  of  an  intelligent  in- 
formed consent.  One  of  the  problems  associated 
with  this  test  is  that  it  interferes  with  the  phy- 
sician’s judgment  relative  to  how  much  the  pa- 
tient should  know  since  in  some  patients  such 
information  may  be  deterimental  to  their  over- 
all care.  Yet,  it  is  this  very  omission  that  a jury 
may  consider  to  be  crucial  to  forming  an  in- 
formed consent  by  the  patient,  and  therefore 
they  may  find  against  the  physician. 

The  situation  has  been  complicated  even  fur- 
ther by  the  case  of  Canterbury  vs  Spence,  464  F. 


2nd  772.  Here,  two  more  factors  have  emerged.  !, 
First,  the  case  established  that  all  risks  which 
potentially  affect  the  patient’s  decision  must  be 
unmasked.  Secondly,  the  patient  must  under- 
stand all  of  the  ramifications  of  a certain  pro-  j 
cedure  to  the  best  of  his  ability.  Therefore,  the 
physician  must  examine  the  patient  thoroughly 
in  order  to  determine  his  ability  to  comprehend  n 
the  nature  of  the  information  to  be  provided 
and  then  base  the  discussion  accordingly  to 
insure  that  the  patient  fully  understands  all  that 
is  being  told  to  him. 

Once  a patient  is  informed  and  consents  to 
the  contemplated  procedure  or  form  of  treatment,  : | 
it  is  advisable  to  obtain  the  consent  in  writing — jj 
thus  the  use  of  the  so-called  consent  form.  Both 
express  oral  and  written  consents  are  valid.  With  i 
oral  consent,  however,  patients  are  likely  to  for- 
get, and  if  the  case  is  litigated,  the  physician  will  i 
have  to  produce  witnesses  to  the  oral  consent,  j! 
It  is  therefore  in  the  physician’s  best  interest  to  | 
obtain  written  consent,  thereby  shifting  the  bur- 
den of  proof  to  the  patient  to  prove  that  the  I 
written  document  did  not  constitute  informed  j 
consent. 

Implied  Consent 

In  an  express  consent  situation,  the  patient 
makes  an  affirmative  decision  to  undergo  the 
treatment  or  procedure  or  to  refuse  the  same.  9 
There  is,  however,  another  form  of  consent  il 
known  as  “implied  consent.”  This  occurs  when 
the  patient  is  fully  aware  of  what  is  happening 
and  is  going  to  happen  to  him,  and  is  able  to 
prevent  it  from  happening  but  chooses  not  to.  i 
Implied  consent  has  been  defined  by  the  judici-  j 
ary  as  “that  manifested  by  signs,  actions,  or  facts,  1 
or  by  inaction  or  silence,  which  raises  a presump- 
tion that  the  consent  has  been  given.”1  Avery  I 
vs  State  77  S.E.  892.  The  case  of  O’Brien  vs  I 
Cunard  S.S.  Co.,  28  N.E.  266  is  a classic  example  I 
of  implied  consent.  In  this  case,  a passenger  1 
joined  a line  of  other  passengers  who  were  re-  j 
ceiving  vaccinations.  At  all  times,  the  plaintiff  i 
was  in  a position  to  see  what  was  going  on  at 
the  head  of  the  line,  and  the  procedure,  an  in- 
jection, was  simple  enough  for  him  to  understand,  j 
In  addition,  the  plaintiff  had  every  opportunity 
to  get  out  of  the  line.  The  court  held  that  this  | 
was  a voluntary  submission  on  the  part  of  the 
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plaintiff  and  constituted  implied  consent  to  the 
vaccination. 

Consent  to  an  Extension  or  Modification 

A more  complex  situation  from  the  point  of 
view  of  obtaining  express  consent  or  relying  on 
implied  consent,  develops  when  the  patient’s 
condition  requires  deviation  from  the  previously 
agreed  upon  operation  or  therapy.  It  is  a recog- 
niezd  principle  that  submission  to  the  originally 
agreed  upon  procedure  does  not  constitute  im- 
plied consent  to  an  extension,  particularly  if  the 
patient  has  expressly  prohibited  it.  The  patient 
may  give  consent  for  a possible  extension,  how- 
ever, if  the  physician  explains  it  to  him  while 
obtaining  consent  for  the  original  procedure.  In 
this  discussion,  the  physician  must  provide  the 
patient  with  the  same  detailed  information  rela- 
tive to  the  consequences  of  the  possible  extension 
as  he  did  when  discussing  the  initial  procedure. 

Thus  far,  the  courts  have  not  expressly  held 
that  consent  to  a modification  or  extension  of  the 
original  procedure  or  course  of  therapy  may  be 
implied  from  the  original  consent,  but  they  have 
recognized  that  consent  may  be  implied  in  those 
instances  where  the  patient  has  consented  to  all 
reasonable  steps  to  remedy  his  condition,  not  just 
to  a particular  procedure. 

The  Consent  Form 

Most  consent  forms  in  use  today  are  either 
too  clinically  or  legally  technical.  The  clinical 
and  legal  verbiage  is  not  understood  by  the  pa- 
tient, and  the  legal  terminology  frightens  him 
into  believing  that  he  is  waiving  all  of  his  consti- 
tutional rights.  Another  group  of  consent  forms 
are  the  so-called  “blanket-type”  in  which,  by 
signing,  the  patient  grants  the  physician  and/or 
the  hospital  the  right  to  do  anything  and  every- 
thing that  they  deem  to  be  in  the  best  interest 
of  the  patient.  Neither  of  these  forms  is  ap- 
propriate if  one  is  expecting  to  obtain  a true 
informed  consent. 

Consent  forms  should  not  be  complicated;  in 
fact,  they  should  be  simple  and  easy  to  under- 
stand. A good  consent  form  includes  the  follow- 
ing: 

a.  Simple  language  describing  the  procedure 
for  which  oonsent  is  being  sought. 


b.  Easy-to-understand  description  of  the  risks 
and  consequences  that  may  be  involved  in 
the  contemplated  procedure  or  treatment 
as  well  as  alternative  courses  of  therapy. 

c.  Signature  of  the  physician,  patient,  or  other 
qualified  party;  date;  witness  (if  any). 

In  any  case  involving  informed  consent,  the 
psysician  ought  to  keep  in  mind  the  entire  fact 
situation:  the  parties  involved,  the  expertise  of 
the  doctors  involved,  the  ability  of  the  patient 
to  understand,  and  the  nature  of  the  procedure 
to  be  undertaken  and  its  consequences.  At  this 
point,  place  yourself  in  the  patient’s  position  and 
ask  yourself  what  else  you  would  like  to  know 
in  order  to  make  the  required  decision.  By  so 
doing,  I am  certain  that  most  physicians  will 
realize  what  they  ought  to  tell  the  patient  in 
order  for  him  to  provide  the  physician  with  a 
iidly  effective  informed  consent. 

REFERENCES 

1.  Black  HC : Black’s  Law  Dictionary  4th  ed  St.  Paul,  Minnesota, 

West  Publishing  Co,  1951. 

2.  Stroud  GG:  Hospital  Law  Manual,  Administrator’s  Vol  1:1-75. 

Germantown,  Maryland.  Aspen  Systems  Corp,  1973. 


Del  Med  Jrl,  Nov  1976 — Vol  48,  No  11 


643 


Providing 
mg  Information 
to  Physicians 


Wormetioiial 
iufettn  *433-76 


= care  doesn't  SiS 

j need  more  red  tape  m 


H iVatMMMlI  I 
m Health  J 
m liiwnrauetf  1 


‘Qditorial'b 


TREATMENT  OF  CHRONIC  PAIN 

Pain  is  something  every  human  experiences 
at  one  time  or  another.  Continuous,  chronic 
pain  can  reduce  a man  to  insanity.  Just  last 
month  I had  the  opportunity  to  be  a part  of  a 
seminar  devoted  to  pain.  As  the  leadoff  speaker 
it  was  my  job  to  present  the  many  modalities  of 
treatment  that  have  been  resorted  to  during  the 
past  four  thousand  years. 

Throughout  man’s  civilized  existence  on  this 
planet,  pain  has  been  first  controlled  by  self- 
discipline,  then  by  a number  of  other  methods 
such  as  acupuncture,  moxibustion,  blood  letting, 
cupping,  enemas,  mustard  plasters,  drugs  such  as 
opiates  and,  finally,  surgery. 

With  the  acquisition  of  knowledge  of  magne- 
tism (static  electricity)  electricity  was  used  for 
awhile  as  a therapy  for  relief  of  pain.  In  fact, 
the  use  of  Galvanic  and  Fardic  current  in  the 
treatment  of  pain  has  been  at  times  highly 
praised  and  at  other  times  condemned  as  hum- 
bug. However,  a thorough  study  of  literature  on 
the  use  of  electropuncture  in  France  during  the 
greater  part  of  the  19th  century  would,  I feel, 
convince  anyone  of  its  ability  to  control  pain. 

It  goes  without  saying  that  the  search  for  a 
diagnosis  of  the  cause  of  pain  should  always  be 
uppermost  in  the  mind  of  the  physician.  But 
once  the  diagnosis  has  been  made,  the  handling 
of  the  treatment  must  involve  the  ethics  and 
philosophy  of  medicine  as  applied  to  the  patient, 
for  it  is  in  the  treatment  stage  that  most  errors 
creep  into  the  art  and  science  of  medicine.  A 
truly  soul-searching  approach  should  be  taken 
toward  the  treatment  of  pain  because  of  the 
consequences  of  thoughtless  prescribing  of  nar- 
cotics, tranquilizers,  or  surgery,  all  of  which  may 
cripple  the  patient  mentally  and  physically. 

In  the  neurosurgical  field  a definite  approach 


to  the  control  of  pain  by  non-invasive  techniques 
is  being  vigorously  and  actively  investigated. 
Bio-engineering  has  developed  an  excellent  elec- 
tromodulation device  which  in  the  hands  of 
qualified  physicians  and  technicians  can  do  a 
great  deal  toward  the  control  of  chronic  pain. 
The  physician  himself  must  be  intellectually  con- 
vinced of  the  efficacy  of  the  procedure.  He  must 
personally  supervise  and  use,  in  addition,  all 
other  techniques  of  therapy,  such  as,  suggestion, 
massage,  and  mild  sedatives  to  reinforce  the 
anesthetic  qualities  of  electrical  modulation. 

Biofeedback,  a psychological  approach,  allows 
the  patient  himself  to  monitor,  greatly  modify,  or 
completely  overcome  chronic  pain  through  con- 
tinuous self  discipline.  This  could  also  be  de- 
fined as  a method  of  auto-suggestion,  self  hyp- 
nosis, etc.,  but  it  works. 

It  would  appear  that  a multidisciplinary  ap- 
proach to  treatment  of  chronic  pain  gives  the 
best  overall  results.  The  psychiatrist  or  psy- 
chologist can  often  be  extremely  helpful  in  over- 
coming the  initial  fear  of  accepting  a new  ap- 
proach to  treatment  of  pain.  The  clergyman  can 
sometimes  reinforce  a helpful  Judeo-Christian 
philosophical  approach  to  the  intervention  of 
Divine  help  to  alleviate  pain. 

The  use  of  electrical  modulation  should  be 
attempted  in  all  chronic  pain  syndromes  regard- 
less of  cause.  Side  effects  associated  with  treat- 
ment are  minimal  and  leave  no  residual.  The 
dorsal  column  stimulator  (DCS)  and  the  trans- 
neural  stimulator  have  proven  their  worth  in 
chronic  neuralgias  and  low  back  pain.  This 
newest  approach  to  treatment  apparently  works 
by  direct  stimulation  of  the  gray  area  of  the 
brain  where  an  opiate-type  chemical  is  produced 
by  stimulation,  causing  an  anesthetic  effect  of 
variable  duration. 

A.C.W. 
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etterd  to  the  Editor 


To  the  Editor: 

I rise  to  a colleague’s  defense.  And  really  it 
was  such  an  innocent  little  book  review.  It 
certainly  didn’t  seem  like  a put-down  to  me  at 
all — especially  considering  the  point  that  Ms. 
DiStefano  herself  makes  that  the  Delaware  Medi- 
cal Journal  is  published  (mainly)  for  physicians. 
I guess  you  can  count  on  the  fact  that  there  will 
always  be  some  spokesman  for  some  militant 
group  or  other  hanging  around  out  there  waiting 
for  a chance  to  loose  off  a broadside  at  the 
slightest  imagined  insult.  But  for  suoh  an  in- 
nocent httle  book  review  to  provoke  such  vitriol! 
Among  other  things,  Ms.  DiStefano  accuses  the 
reviewer  of  being  “male  chauvinist,”  “unin- 
formed,” “antiquated,”  “ignorant,”  “sexist,”  “pre- 
judiced,” and  having  castration  anxiety.  And  all 


this  when  the  reviewer  happens  to  be  an  ex- 
tremely conscientious  and  able  woman  physician  i 
whom  no  one  would  ever  accuse  of  not  being 
feminist,  who  knows  and  understands  the  prob- 
lems of  women  working  as  members  of  a minor- 
ity in  a profession,  who  is  a capable  wife  and 
the  mother  of  three  children,  and  who  has  had 
experience  working  with  able  and  adult  nurse 
practitioners  ( Carole  Rafferty  Founds  and  Sheila 
Packard,  for  example).  What  a joke  on  the 
letter-writer  this  time! 

The  term  militant  groups  was  used  above. 
This  is  not  to  imply  that  all  nurse  practitioners 
comprise  a militant  group.  It  is  obvious  from 
Ms.  DiStefano’s  poisonous  effluvium  that  she  I 
herself  is  not  part  of  the  majority  of  nurses  of 
all  varieties  that  I have  met,  including  nurse 
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practitioners,  who  do  not  believe  that  all  dootors 
should  be  done  away  with,  that  nurse  practition- 
ers could  easily  replace  us  all,  and  who  do  believe 
that  they  are  nurses  after  all  and  not  doctors. 
They  would  agree  that  for  a nurse  to  operate  on 
her  own  without  some  guidelines  or  algorithms 
( worked  out  by  physicians,  not  by  other  nurses ) , 
and  without  close,  continuous  consultation  with 
physicians  (not  just  “access  to  a physician”) 
Would  be  madness.  They  would  not  in  any  way 
suggest  that  the  necessity  for  physicians  to  have 
spent,  after  their  four  years  of  medical  school, 
another  three  to  five  years  in  graduate  level  in- 
tensive training,  is  mere  fiction.  But  sure,  I can 
hear  it  being  said,  “They  have  been  brainwashed 
— corrupted  for  so  long  they  don’t  know  any 
better — same  as  ‘Uncle  Tom’s.’  ” 

Anyway,  I happen  to  believe  that  Clinical 
Nurse  Specialists  and  other  nurse  practitioners 
who  are  bright  and  mature  can  learn  skills  far 
beyond  traditional  nursing  skills  and  can  be  ex- 
tremely efficient  and  effective  providers  of  health 
care.  I wholeheartedly  approve  of  their  role  as 
co-professionals  and  members  of  the  health  care 
team,  but  let  Ms.  DiStefano  go  into  independent 
private  practice  in  my  community  and  I will 
surely  not  refer  patients  to  her. 

I believe  her  venomous  letter  should  not  merit 
any  response  from  Dr.  Paulshock,  but  if  you 
publish  mine,  I hope  you’ll  make  sure  that  Ms. 
DiStefano  gets  a copy  of  that  issue.  Thank  you. 

Dene  T.  Walters,  M.D. 

Director,  Department  of  Family  Practice 
Program  Director,  Family  Practice 
Residency  Program 

ME  * * 

To  the  Editor: 

I am  currently  engaged  in  research  on  the 
Munchausen  (Hospital  Addiction)  Syndrome 
and  its  variants.  I would  like  to  correspond  with 
any  other  physicians  who  have  had  personal  con- 
tact with  such  patients. 

S.  E.  Hyler,  M.D. 

5620  Netherland  Avenue 
Riverdale,  New  York  10471 
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EVALUATION  OF 
PHYSOSTIGMINE  SALICYLATE 
IN  PREVENTING  EMERGENCE 
DELIRIUM 

Gerald  J.  Savage,  M.D.,  Senior  Member , De- 
partment of  Anesthesia,  Wilmington  Medical 
Center,  and  James  T.  Metzger,  M.D.,  Senior 
Member,  Department  of  Surgery,  Section  of  Plas- 
tic Surgery,  Wilmington  Medical  Center.  Read 
before  the  1976  Annual  Convention  of  Plastic 
Surgeons  Meeting  at  the  Walter  Reed  Army 
Medical  Center  in  Washington,  D.C. 

Physostigmine  is  a drug  that  can  reduce  signifi- 
cantly the  incidence  of  delirium  during  the  re- 
covery period  of  anesthesia.  While  a prompt, 
smooth  emergence  from  anesthesia  is  always 
desirable,  it  is  of  particular  significance  to  the 
patient  who  has  just  undergone  a reconstruction 
procedure.  The  immediate  postanesthesia  period 
is  a critical  one  for  these  patients. 

One  hundred  thirteen  randomly  selected,  un- 


matched adult  patients  were  studied.  Each  re- 
ceived a general  inhalation  anesthetic  for  at 
least  one  hour;  mean  anesthesia  time  was  one 
hour  and  twenty-two  minutes.  A standard  group 
(68  patients)  was  compared  to  an  experimental 
group  (45  patients).  The  experimental  group 
received  one  mg  of  physostigmine  intramuscu- 
larly approximately  twenty  minutes  before  the 
termination  of  the  anesthetic.  Ten  minutes  after 
admission  to  the  recovery  room  each  patient  was 
classified  according  to  a definition  that  provided 
a comparison  of  the  rate  and  extent  of  recovery 
from  the  anesthetic  and  an  evaluation  of  any 
stupor,  ataxia,  confusion,  or  delirium  that  char- 
acterized the  recovery  stage. 

The  analysis  of  the  data  was  by  ohi-square 
evaluation.  The  value  of  20.95  in  the  physo- 
stigmine group  far  exceeded  the  value  of  12.84 
(p=0.995)  in  the  standard  group.  The  results 
thus  gave  strong  statistical  support  to  the  hypo- 
thesis that  physostigmine  can  significantly  reduce 
the  incidence  of  delirium  during  recovery  from 
anesthesia. 
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1975  YEAR  BOOK  OF  OPHTHALMOLOGY  edited  by 
William  F.  Hughes,  M.D.,  Year  Book  Medical  Pub- 
lishers, Chicago,  1975.  398  pp.  Illus.  Price  $20.00. 

The  1975  Year  Book  of  Ophthalmology  repre- 
sents a collected  effort  by  a number  of  authors 
to  provide  a retrospective  analysis  of  the  ac- 
complishments in  ophthalmology  during  the  past 
year.  The  book  is  divided  into  several  sections 
which  are  of  varying  caliber  in  terms  of  breadth 
of  coverage  and  editorial  opinion.  The  chapters 
on  strabismus,  glaucoma,  lens,  vitreous,  and 
retina  are  excellent,  and  manv  others  are  quite 
strong. 

The  Year  Book  provides  an  excellent  overview 
of  the  major  issues  and  controversies  that  face 
our  specialty.  For  the  most  part,  the  editorial 
presentations  are  unbiased  and  clinically  relevant 
to  practicing  ophthalmologists.  Some  of  these 
topics  are  the  use  of  intraocular  antibiotics,  in- 
traocular lenses,  considerations  for  orbital  floor 
fracture  repair,  indications  for  vitrectomy,  clas- 
sification of  the  tapeto-retinal  dystrophies,  and 
the  complications  of  strabismus  surgery. 

All  in  all,  the  1975  Year  Book  has  done  an  ex- 
cellent job  in  keeping  pace  with  present  develop- 
ments. It  should  serve  as  an  excellent  reference 
book  and  as  a supplement  to  the  regular  reading 
of  ophthalmic  literature. 

Robert  Abel,  Jr.,  M.D. 

* «£  Mf 

ENDOCRINE  DISORDERS:  A PATHOPHYSIOLOGIC 
APPROACH  by  Will  G.  Ryan,  M.D.,  F.A.C.P.,  Year 
Book  Medical  Publishers,  Chicago,  1975.  136  PP- 
Illus.  Price  $9.95. 

A recent  editorial  in  the  New  England  Journal 
of  Medicine  praised  the  conciseness  and  practi- 
cality of  British  medical  texts.1  Subsequent 
correspondents  have  further  commented  on  this 
and  made  comparisons  with  the  weightier  and 
less  easily  read  American  textbooks.2  However, 


all  is  not  lost,  for  here  is  an  American  book  that 
fulfills  the  criteria  of  brevity  and  content.  While 
the  author  disarmingly  calls  his  book  “an  aperitif 
to  enhance  the  digestion  of  more  detailed  subject 
matter,”  there  is  all  the  endocrinology  in  here 
that  any  internist  might  need,  or  indeed  want, 
to  know.  Illustrations  are  few,  but  clear,  the 
tables  are  intelligible,  and  the  style  admirable. 

Each  chapter  follows  a similar  pattern.  Basic 
anatomy  and  physiology  are  initially  considered, 
followed  by  a discussion  of  tests  most  commonly 
used,  a description  of  diseases,  and  a note  on 
therapy.  A selected  list  of  references,  mostly 
relatively  recent  review  articles,  appears  at  the 
end  of  each  chapter. 

Dr.  Ryan’s  purpose  to  provide  an  introductory 
text  for  students  and  a review  for  the  internist 
and  generalist,  has  been  more  than  adequately 
fulfilled.  I strongly  recommend  this  book  for  an 
overview  of  endocrinology  and  compliment  the 
author  on  his  “bodacious  endeavor”  (his  words). 

P.  John  Pecg,  M.D. 

REFERENCES 

1.  Barnett  BP:  British  medical  textbooks:  concise  and  practical. 

N E J M 294:838,  1976. 

2.  Turner  RC,  Volpintesta  EJ : Letters  to  the  editor.  NEJM 

295:175.  1976. 

« * * 

HELPLESSNESS,  ON  DEPRESSION,  DEVELOPMENT, 
AND  DEATH  by  Martin  E.  P.  Seligman,  W.  H.  Free- 
man and  Company,  San  Francisco,  1975.  250  pp. 
Price  $8.95. 

Seligman,  an  Associate  Professor  of  Psychology 
and  Psychology  in  Psychiatry  at  the  University 
of  Pennsylvania,  may  be  a familiar  author  to 
many  since  he  is  a frequent  contributor  to  Psy- 
chology Today. 

Seligman  applies  behavioral  psychology  to  the 
psychopathology  of  depression,  anxiety,  and 
death.  His  basic  theory  is  that  “helplessness”  is 
learned  when  an  organism  is  repeatedly  exposed 
to  uncontrollable,  unpleasant  events.  The  result- 
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ing  futility  and  frustration  lead  to  physiological 
and  psychological  reactions,  sometimes  severe 
enough  to  cause  death.  He  uses  extensive  data 
from  animal  experiments  and  clinical  observa- 
tions of  human  behavior.  He  sees  learned  help- 
lessness as  a reversible  phenomenon  which  re- 
! sponds  to  therapeutic  techniques  such  as  be- 
1 havioral  conditioning  and  systematic  desensitiza- 
tion. 

He  treats  of  both  exogenous  and  endogenous 
[ depressions,  including  the  catecholamine  hypo- 
! thesis.  He  describes  reactive  depression  as  hav- 
f ing  its  roots  in  the  belief  that  valued  outcomes 

I are  uncontrollable,  and  sees  as  the  goal  of  therapy 
helping  the  patient  to  regain  his  belief  that  he 
can  control  events  important  to  him.  He  specu- 
i lates  that  the  lives  of  those  individuals  particu- 
| larly  resistant  to  depression  have  been  filled  with 
mastery. 

In  his  treatment  of  anxiety  he  describes  how 


unpredictability  and  uncontrollability  of  noxious 
events  work  together  to  intensify  anxiety.  Some 
well-designed  animal  studies  show  that  ulcera- 
tion occurs  more  frequently  in  the  presenoe  of 
repeated,  unpredictable  trauma  than  in  situations 
where  trauma  is  predictable,  even  though  the 
amount  of  trauma  is  the  same. 

He  sees  the  experiences  of  infancy,  childhood, 
and  adolescence  as  the  places  where  the  founda- 
tions of  learned  helplessness  or  a sense  of  control 
occur,  and  eloquently  describes  a “Dance  of 
Development”  in  which  ego  strength  proceeds 
from  responsive  mothering,  and  an  educational 
process  which  enables  the  developing  child  to 
learn  a sense  of  mastery  over  his  environment. 

Helplessness  is  a well-documented  and  clini- 
cally oriented  psychological  study  with  interest- 
ing and  practical  applications. 

Mary  E.  M.  Traynor,  M.D. 
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Doctor  Forssmann’s  book  provides  a quite  ' 
readable  account  of  a young  surgeon  training  in 
pre-Nazi  Germany.  It  sketches  the  rigors  of 
training  under  the  influence  of  the  famous  sur- 
geon Sauerbruch.  The  book  also  relates  Doctor 
Forssmann’s  surgical  practice  during  World  War 
II  as  he  served  as  an  Army  doctor  in  the  field 
and  in  a military  hospital. 

Although  quite  a personal  story,  told  with 
many  obvious  prejudices,  this  book  is  enjoyable 
and  informative.  I would  recommend  it  to  any- 
one who  enjoys  autobiography  and  medical  his- 
tory. 

S.  Barry  Diznoff,  M.D. 

«f  * * 
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EXPERIMENTS  ON  MYSELF:  MEMOIRS  OF  A SUR- 
GEON IN  GERMANY  by  Werner  Forssmann,  trans- 
lated by  Hilary  Davies,  St.  Martin's  Press,  New 
York,  1974.  352  pp.  Price  $10.95. 

This  book  is  Werner  Forssmann’s  autobiogra- 
phy. He  was  awarded  a Nobel  Prize  in  Medicine 
in  1956,  thirty-seven  years  after  he  had  performed 
the  first  transvenous  heart  catheterization.  Doc- 
tor Forssmann,  as  a twenty -five-year-old  intern 
in  a small  provincial  hospital  near  Berlin,  inserted 
a catheter  into  a vein  in  his  left  arm,  directed  it 
into  his  right  ventricle,  and  obtained  a radio- 
graph for  documentation.  He  quickly  published 
news  of  this  in  the  German  medical  literature. 
Few  of  his  colleagues  appreciated  the  significance 
of  his  deed;  manv  thought  he  was  a sensation- 
alist. 

This  experiment  was  remembered  when  Andre 
Cournand  and  D.  W.  Richards  were  to  be 
awarded  the  Nobel  Prize  for  Medicine  in  1956 
for  the  heart  catheterization  and  cardiac  physi- 
ology experiments  they  had  performed  in  the 
early  1940’s. 


THE  ADOLESCENT  THROUGH  FICTION:  A PSYCHO- 
LOGICAL APPROACH  by  Norman  Kiell,  Interna- 
tional University  Press,  Inc.,  New  York,  1970.  345 
pp.  Price  $3.95. 

The  author  takes  the  thesis  that  fiction  can  be 
used  as  a study  of  the  adolescent  personality. 
His  point  is  well  taken,  but  his  method  of  presen- 
tation fails  to  attain  his  goal.  He  quotes  Aldous 
Huxley  as  saying,  “Fiction  has  unity,  fiction  has 
style.  Facts  possess  neither.”  Unfortunately,  the 
author  has  dissected  fiction  into  facts,  taking  ex- 
cerpts from  various  novels  to  illustrate  certain 
facts  of  psychology  that  he  believes  to  be  true. 
In  his  dissection,  the  author  destroys  the  style 
of  the  fiction,  so  that  the  story  is  cut  off  just  as 
it  becomes  interesting  and  entertaining  in  order 
to  illustrate  some  fact. 

In  like  manner,  he  has  dissected  the  psycho- 
logical literature  into  lumps  of  isolated  facts  and 
pasted  these  together  with  the  super-script  of 
annotation.  The  entire  book  reads  as  though  it 
were  a freshman  English  paper  assembled  off 
note  cards  with  no  unity,  no  personal  touch,  and 
no  unifying  concept  from  the  author. 

The  book  was  a struggle  to  read  and  hopefully 
has  been  updated  in  the  last  six  years.  It  is  a 
useful  reference  for  those  searching  to  find  a list 
of  books  whose  fiction  concerns  adolescence,  but 
it  does  not  make  particularly  instructive  or  inter- 
esting reading. 

Robert  E.  Eilert,  M.D. 
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DIAGNOSTIC  USES  OF  ULTRASOUND  edited  by 
Barry  B.  Goldberg,  Morris  N.  Kotler,  Marvin  C. 
Ziskin  and  Robert  D.  Waxham,  Grune  & Stratton, 
New  York,  San  Francisco,  London  1975.  480  pp. 
Price  $30.00. 

The  literature  available  on  the  subject  of  diag- 
nostic ultrasound  has  become  prolific  in  a matter 
of  the  last  few  years,  in  contradistinction  to  the 
considerable  paucity  that  existed  five  years  ago. 
Only  a few  books  were  available,  and  most  in- 
formation could  be  obtained  through  articles  or 
books  published  outside  the  United  States.  The 
textbook  to  be  reviewed  is  an  example  of  a book 
suitable  for  both  the  physician  and  the  tech- 
nologist, neophyte  or  specialist,  and  can  be  used 
as  a first  textbook  or  day-to-day  reference. 

The  basic  principles  and  instrumentation  com- 
prise the  first  two  chapters  (70  pp)  and  are 
written  by  Dr.  Ziskin.  The  material  is  well  or- 
ganized and  deals  with  the  physics  of  diagnostic 
ultrasound,  the  three  main  modes  of  echo  display, 
Doppler  effect,  biological  effects,  and  main  tech- 
niques. The  clinician  and  practical  sonographer 


may  at  times  question  such  extensive  and  elab- 
orate writing;  however,  these  two  chapters  may 
be  skipped  in  the  first  reading  only  to  prove  to 
the  reader  that  frequent  reference  to  these  chap- 
ters may  become  necessary  in  further  reading.  As 
this  book  is  of  recent  publication,  new  techniques 
such  as  real-time  scanning  techniques  (multi- 
transducer array,  rotating  transducer  techniques, 
and  two-dimensional  echocardiography)  are  also 
included. 

Applications  in  the  head  and  neck  ( third  chap- 
ter) and  in  the  chest  (fourth  chapter)  are  written 
by  Dr.  Goldberg.  It  is  to  be  noticed  that  all  the 
material  is  covered  in  a very  efficient  manner 
even  though  some  of  the  techniques  of  head  ex- 
amination deal  only  with  A-mode  evaluation. 
Many  of  the  techniques  described  (intracere- 
bral aspiration,  pleural  effusion  aspirations,  and 
suprasternal  approach)  have  been  developed  by 
Dr.  Goldberg  himself  and  represent  some  of  his 
many  contributions  to  the  field. 

The  next  two  chapters  are  written  by  Dr. 
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Kotler  and  are  an  excellent  and  complete  review 
of  echocardiography.  The  material  is  presented 
in  a clear  manner,  and  the  illustrations  are  very 
good.  Even  though  these  two  chapters  cover 
100  pages,  there  is  very  little  concerning  echocar- 
diography that  cannot  be  found  in  the  material. 
Monographs  written  by  Feigenbaum  or  Gramiak 
are,  of  course,  more  elaborate  but  are  written 
only  to  deal  with  echocardiography.  Anyone 
interested  in  diagnostic  ultrasound  as  a whole, 
that  is  to  say,  general  ultrasonogaphy,  will  find 
everything  needed  for  daily  diagnostic  challenges 
and  reference. 

The  following  four  chapters  are  written  by  Dr. 
Goldberg  and  deal  with  intraperitoneal  and  re- 
troperitoneal ultrasonography,  gynecological  and 
obstetrical  applications.  This  covers  160  pages 
of  an  area  of  application  extremely  important  in 
all  the  main  organ  imaging,  mass  detection,  and 
differentiation  as  well  as  percutaneous  aspira- 
tions of  cysts  or  ascites,  the  latter  introduced  and 
perfected  by  Dr.  Goldberg.  It  is  unfortunate 
that  some  of  the  legends  have  been  printed  up- 
side down,  but  that  may  have  to  do  somewhat 
with  the  compact  size  of  the  book  and  may  not 
have  been  avoidable.  This  reviewer  is  very  anx- 
ious to  see  Dr.  Goldberg’s  new  book  on  gray 
scale  abdominal  ultrasonography,  which  is  in 
the  process  of  writing  and  should  be  published 
probably  within  a year. 

The  final  chapter  and  25  pages  discuss  the 
many  applications  of  Doppler  examinations.  This 
chapter,  by  R.  D.  Waxham,  is  written  in  a clear, 
well-organized  manner,  but  gives  only  a glimpse 
of  the  enormous  field  that  this  is  in  reality. 
Through  my  own  personal  communications  with 
Dr.  W.  M.  McKinney  from  Bowman  Gray  School 
of  Medicine,  I am  aware  that  current  efforts 
combining  Doppler  exams  with  holography  are 
opening  new  horizons  for  atraumatic  mapping  of 
intracranial  vessels. 

This  book  is  a very  good  textbook  and  refer- 
ence book  and  should  and  will  be  found  in  any 
half-way  busy  ultrasonic  laboratory,  used  by  phy- 
sicians and  technologists  alike.  The  rich  bibli- 
ography following  each  chapter  is  another  at- 
tractive feature  of  interest  to  anyone  willing  to 
explore  ultrasound  in  greater  depths. 

Alexander  Kovac,  M.D. 
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open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  Medical  Recruiting  Team 
Suite  730,  Executive  Office  Bldg. 

2201  Rte.  No.  38,  Cherry  Hill  NJ  08034 
Phone.-  (609)  667-9208/667-9268 


Name_ 


Address. 
City 


State 

Telephone. 


Medicine.Not  Business. 
Air  Force  Physician 


Book  Reviews 


TAX  DEDUCTIBLE 
VACATIONS  FOR 
MEDICAL  PROFESSIONALS 

Over  500  listings  of  national/interna- 
tional meetings  in  the  medical  sciences 
for  1977. 

Send  a $10  check  or  money  order 
payable  to: 

PROFESSIONAL  CALENDARS 
P.O.  Box  40083 
Washington,  D.C.  20016 


RICHARD  ASHER  TALKING  SENSE  edited  by  Sir 
Francis  Avery  Jones,  University  Park  Press,  Balti- 
more, 1973.  179  pp.  Illus.  Price  $6.75. 

The  late  Richard  Asher  may  be  best  remem- 
bered as  a medical  writer,  but  he  was  primarily 
a clinician  of  the  stature  of  Sir  William  Osier. 
His  perception  of  medical  problems  with  lucid 
interpretations  of  disease  processes  is  well  ex- 
emplified in  these  collected  papers.  The  best 
example  of  his  skills  is  recorded  in  his  description 
of  the  Munchausen’s  Syndrome.  Here  he  selec- 
tively developed  the  symptom  complex  from 
clinical  cases  and  brought  to  light  a previously 
unrecognized  disease  process. 

This  and  fifteen  other  papers  with  such  titles 
as  “Clinical  Sense,”  “Talking  Sense,”  and  “Mak- 
ing Sense”  are  classics  in  analyzing  the  medical 
thought  processes.  Their  value  is  timeless  for 
anyone  in  academic  clinical  teaching,  but  cer- 
tainly everyone  in  the  practice  of  medicine  could 
benefit  from  his  teachings. 

Herbert  Heym,  M.D. 


NEW  HORIZONS  IN  CARDIOVASCULAR  PRACTICE 
edited  by  Henry  I.  Russek,  M.D.,  F.A.C.C.,  Univer- 
sity Park  Press,  Baltimore,  1975.  550  pp.  Illus. 
Price  $34.50. 

The  text  of  this  book  is  actually  the  proceed- 
ings of  the  6th  Annual  Symposium  of  the  Ameri- 
can College  of  Cardiology  held  in  December, 
1973,  so  it  might  be  assumed  that  the  material 
contained  in  the  book  -would  now  be  outdated. 
This  is  not  so. 

The  36  chapters  include  the  full  spectrum  of 
cardiovascular  medicine,  from  bedside  evaluation 
to  the  nuclear  pacemaker.  One'  particularly  ex- 
cellent portion  of  the  book  is  the  section  on  hy- 
pertension. The  national  significance  of  the 
problem  is  stressed  as  well  as  the  importance  of 
early  treatment  and  continued  maintenance  ther- 
apy. The  treatment  of  the  refractory  hyperten- 
sive patient  is  discussed  in  some  detail,  and  a 
number  of  various  treatment  programs  are  pre- 
sented. There  is  also  a good  ehapter  on  the 
renin-angiotensin  system  in  hypertension. 

A ehapter  with  the  catchy  title  “Most  Likely 
to  Succeed  as  a Candidate  for  a Coronary  At- 
tack” includes  some  interesting  statistics  and  is 
a stimulus  to  further  reading.  Another  interest- 
ing portion  of  the  book  is  a panel  discussion  on 
how  important  or  unimportant  is  precise  diag- 
nosis of  heart  disease  in  clinical  practice. 

There  are  some  areas  in  which  the  discussion 
gets  a bit  technical,  but  problems  of  diagnosis 
are  well  discussed  including  the  various  diagnos- 
tic modalities  which  can  be  used. 

An  entire  chapter  is  devoted  to  the  practice 
of  cardiology  in  the  Peoples  Republic  of  China. 
This  includes  discussion  of  cardiac  surgery  per- 
formed under  acupuncture  anesthesia  and  vari- 
ous herbal  medicines  used  to  treat  cardiovascular 
disease. 

The  book  is  well-referenced,  and  although  the 
different  chapters  have  been  written  by  different 
authors,  it  is,  for  the  most  part,  easy  to  read  and 
understand.  It  would  be  a worthwhile  addition 
to  the  library  of  any  family  practitioner  or  gen- 
eral internist  with  an  interest  in  cardiovascular 
medicine. 

Edward  Kelly,  Jr.,  M.D. 
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CURRENT  MEDICAL  TREATMENT,  4th  ed„  edited 
by  C.  W.  H.  Havard,  John  Wright  & Sons  Ltd.  Pub- 
lication distributed  by  Year  Book  Medical  Pub- 
lishers, Chicago,  1976.  745  pp.  Price  $37.50. 

Current  Medical  Treatment  was  first  published 
in  1965,  and  a third  edition  appeared  in  1970. 
The  overall  aim  of  the  fourth  edition  is  to  pro- 
vide up-to-date  information  on  the  treatment  of 
disease.  The  format  of  the  book  is  similar  to 
that  of  the  third  edition,  but  there  are  some 
major  revisions.  Most  of  the  chapters  have  been 
rewritten,  and  eight  chapters  have  new  authors. 
The  use  of  twenty-five  contributors  serves  to  pro- 
vide authoritative  information  on  the  treatment 
of  disease  from  a variety  of  men  actively  en- 
gaged ;n  the  praotice  of  medicine  and  the  teach- 
ing of  medical  students.  The  book  is  best  put 
to  use  by  the  practitioner  and  student;  however, 
it  is  a practical  reference  book  for  the  house 
officer  and  post-graduate. 

In  general,  much  space  has  been  devoted  to 
the  commonly  occurring  conditions  and  those 
for  which  specific  treatment  is  available,  but  the 


management  of  incurable  diseases  has  not  been 
overlooked.  The  introductory  chapter  is  con- 
cerned with  the  principles  of  treatment,  and  in 
it  past  remedies  and  outmoded  customs  are  cri- 
tically reviewed.  There  is  also  a chapter  on  drug 
therapy  and  drug-induced  disease.  Antibiotics 
are  considered  in  a separate  chapter  in  greater 
detail  than  is  necessary  for  the  needs  of  most 
students  and  practitioners.  The  material  pre- 
sented on  antibiotics  should  prove  helpful,  how- 
ever, to  the  junior  medical  house  officer  in  the 
selection  of  appropriate  antimicrobial  therapy. 

Treatments  whose  efficacy  is  generally  ac- 
cepted have  been  expressed  dogmatically,  but 
the  more  recent  and  controversial  remedies  have 
been  discussed  at  great  length.  For  those  requir- 
ing more  information  a list  of  selected  refer- 
ences is  provided  at  the  end  of  the  book  which 
direct  the  reader  to  a general  review  of  a thera- 
peutic regimen  or  a recent  advance  in  therapy. 

In  summary,  this  edition  of  Current  Medical 
Treatment  is  an  excellent  addition  to  any  medi- 
cal student’s  library.  Not  only  does  it  provide 


Investment  Management 
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Investment  Objectives 


Contact: 

Richard  W.  West,  C.F.A. 


Brittingham,  Inc. 

5809  KKXNETT  pike 
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a brief  review  of  the  disease  being  discussed, 
but  it  also  provides  detailed  information  on  the 
treatment  regimen  for  the  disease.  It  is  the 
opinion  of  this  writer  that  the  book  would  be 
most  useful  to  any  practicing  clinician. 

Christopher  Wendel 
Third  year  medical  student 
Jefferson  Medical  College 

K * * 

WRITING  SCIENTIFIC  PAPERS  IN  ENGLISH  by 
Maeve  O’Connor  and  F.  Peter  Woodford,  Associ- 
ated Scientific  Publishers,  Amsterdam,  1975.  108 
pp.  Price  $8.75. 

The  preface  says  it  all:  “This  guide  is  for 
scientists  of  any  nationality  who  want  to  submit 
papers  to  journals  published  in  English  .... 

“Although  this  book  is  mainly  for  inexperi- 
enced writers  and  those  who  write  with  difficulty, 
it  should  also  help  scientists  of  greater  experience 
who  want  editors  to  accept  their  papers  more 
readily  and  who  want  readers  to  understand, 
remember  and  even  enjoy  those  papers.” 


It  is  available  in  the  Journal  office  for  borrow- 
ing by  any  prospective  author. 

Bernadine  Z.  Paulshock,  M.D. 

4f  * « 

THE  DICTIONARY  OF  CALORIES  AND  CARBOHY- 
DRATES by  Barbara  Kraus,  Grosset  & Dunlap,  New 
York,  1974.  388  pp.  Price  $8.95. 

THE  DICTIONARY  OF  SODIUM,  FATS  AND  CHOLES- 
TEROL by  Barbara  Kraus,  Grosset  & Dunlap,  New 
York,  1974.  366  pp.  Price  $9.95. 

These  are  both  good  resource  books  for  those 
who  wish  to  calculate  the  daily  intakes  of 
selected  nutrients.  The  listings  include  com- 
mercially processed  items  and  mixed  items  which 
are  often  not  included  in  basic  food  composition 
tables.  Their  use  is  limited  to  calculations  of  a 
few  specific  nutrients  and  thus  could  be  used  in 
addition  to  but  not  as  a substitute  for  other  food 
composition  tables. 

A.  M.  Corrozi,  R.D.,  M.S. 


Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
Eves.  Tues.,  Wed.,  Thurs. 
6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon 

1320  PHILADELPHIA  PIKE 
WILMINGTON,  DEL  19809 
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Speakers  on  Speakers  for  December,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  December  7,  Alfred  Lazarus, 


M.D.,  The  Irritable  Bowel  Syndrome;  December  14,  Robert  L.  Meckelnburg, 
M.D.,  Diagnostic  Nuclear  Medicine:  Purpose  and  Effectiveness;  December  21, 
Roger  B.  Rodrigue,  M.D.,  Sexually  Transmitted  Diseases;  December  28,  Leonard 
H.  Seltzer,  M.D.,  Wintertime  Allergies. 

In  the  News 

I.  Favel  Chavin,  M.D.  of  Wilmington  has  been  appointed  to  the  House  of  Dele- 
gates of  the  national  Arthritis  Foundation. 

Augusto  A.  Amurao,  M.D.,  Kyo  A.  Kim,  M.D.,  and  Jules  S.  Levin,  M.D.  of  Wil- 
mington, Joshua  Kalin,  M.D.  of  Newark,  and  Thanoo  Choovichian,  M.D.  of 
Lewes  have  been  elected  to  fellowship  in  the  American  College  of  Surgeons. 

The  new  officers  of  the  Sussex  County  Medical  Society  are:  President,  Anis 
Saliba,  M.D.,  of  Lewes;  Vice  President,  Palmarin  C.  Francisco,  M.D.,  of  Seaford; 
Secretary-Treasurer,  William  M.  Zeit,  M.D.,  of  Lewes.  The  Trustees  from 
Sussex  County  are:  Daniel  A.  Alvarez,  M.D.,  of  Seaford;  Thomas  E.  Dyer,  M.D., 
of  Milford;  and  Doctor  Saliba. 

CLINICAL  NOTICES  AND  MEETINGS 

AMA  Clinical 
Convention 

The  30th  CLINICAL  CONVENTION  OF  THE  AMERICAN  MEDICAL  ASSOCIA- 
TION will  be  held  December  4-7  in  Philadelphia,  Pennsylvania.  The  scientific  pro- 
gram includes  postgraduate  courses,  general  sessions,  telecourses,  living  teaching 
demonstrations,  and  conducted  exhibit  rounds.  These  courses  provide  Category  I 
credits  toward  the  AMA  Physician’s  Recognition  Award.  Category  II  credits  can 
be  obtained  by  attending  luncheons  and  “Meet  the  Professor”  sessions.  For  informa- 
tion contact:  AMA  Department  of  Meeting  Services,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610.  Telephone  (312)  751-6187. 

Health  Planning 
and  Primary  Care 
Symposium 

The  American  Association  for  Comprehensive  Health  Planning  will  sponsor  a HEALTH 
PLANNING  AND  PRIMARY  CARE  SYMPOSIUM  in  New  Orleans,  Louisiana,  De- 
cember 9-10.  The  program  is  designed  for  planners,  providers,  and  consumers  involved 
in  primary  care  development  and  delivery.  The  symposium  fee  is  $150.  Limited  to 
500  participants.  For  information  contact:  American  Association  for  Comprehensive 
Health  Planning,  801  North  Fairfax  Street,  Suite  212,  Alexandria,  Virginia  22314. 
Telephone  (703)  836-2501. 

Oncology 

Conference 

A REGIONAL  ONCOLOGY  CONFERENCE  will  be  held  in  Wilmington,  Delaware, 
December  11  at  the  Delaware  Academy  of  Medicine.  The  objective  of  the  conference 
is  to  develop  and  explore  regional  resources  for  multimodular  treatment  of  cancer.  The 
program  will  include  lectures,  a case  presentation,  and  a panel  discussion.  The  fee 
is  $10  for  registration  and  luncheon.  For  information  contact:  Mrs.  Elizabeth  A. 
Elder,  Delaware  Cancer  Network,  1200  Jefferson  Street,  Wilmington,  Delaware  19801. 
Telephone:  (302)  428-2114. 

ACP  Course 

A course  on  TOPICS  IN  CLINICAL  HEMATOLOGY:  DISORDERS  IN  MATURA- 
TION will  be  sponsored  by  the  American  College  of  Physicians,  the  University  of 
Florida  School  of  Medicine,  and  the  American  Society  of  Hematology  in  Ponte  Vedra 
Beach,  Florida,  January  10-13.  The  course  will  include  two  lectures  daily,  small  group 
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Kidney  Foundation 
Scientific  Session 


Graduate  Medical 
Assembly 


sessions,  and  a self-learning  center.  The  course  has  been  approved  for  26  hours  of 
Category  I credit  for  the  AMA  Physician’s  Recognition  Award.  For  information  i 
contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine  Street,  Philadelphia,  Penn- 
sylvania 19104. 

The  University  of  California  Los  Angeles  Extension’s  Department  of  Continuing 
Education  in  Health  Sciences  and  the  UCLA  School  of  Medicine  will  sponsor  a program  j 
on  DIAGNOSIS  AND  MANAGEMENT  OF  SEIZURE  DISORDERS  in  Palm  Springs,  ; 
California,  January  11-14.  Seizure  disorders  in  children  and  adults  will  be  reviewed  I 
and  will  include  evaluation  of  the  different  types  of  seizure  disorders  and  the  ap- 
propriate medical  and  surgical  therapy.  The  fee  is  $225.  The  course  has  been  ap- 
proved for  IIV2  hours  of  Category  I credit  for  the  PRA.  For  additional  information  h 
write  Health  Sciences,  UCLA  Extension,  P.O.  Box  24902,  Los  Angeles,  CA  90024. 
Telephone  (213)  825-7186. 

A High  Country  Cardiac  Conference  on  DILEMMAS  IN  CARDIAC  DIAGNOSIS  : 
AND  THERAPY— CIRCA  1977  will  be  held  January  20-22  in  Vail,  Colorado.  Recent  ■ 
advances  in  the  recognition  and  management  of  a selected  variety  of  cardiac  problems  : 
will  be  presented.  Aspects  of  diagnosis  and  therapy  will  be  discussed  with  special  I 
emphasis  on  problems  that  are  frequently  encountered.  Program  is  approved  for  12 
AMA  continuing  education  credit  hours.  Registration  fee  is  $100,  and  course  is  limited 
to  300  registrants.  For  information  contact:  Colorado  Heart  Association,  4521  East 
Virginia  Avenue,  Denver,  Colorado  80222.  Telephone  (303)  399-2131. 

The  New  York  University  Post-Graduate  Medical  School  and  Brookdale  Hospital 
Medical  Center  will  sponsor  a postgraduate  course  on  CONTROVERSIES  IN  UR-  , 
OLOGY  in  Brooklyn,  New  York,  January  26.  Tuition  is  $50.  Program  is  approved 
for  Category  I credits  for  the  PRA.  For  information  contact:  William  Mackler,  M.D.,  || 

Brookdale  Hospital  Medical  Center,  Linden  Boulevard  and  Brookdale  Plaza,  Brooklyn, 
New  York  11211.  Telephone  (212)  240-5317. 

The  SEVENTH  ANNUAL  ASPEN  RADIOLOGY  CONFERENCE  will  be  held  in  j 
Aspen,  Colorado,  February  28-March  4.  The  program  is  designed  for  physicians  and 
scientists  interested  in  diagnostic  radiology,  nuclear  radiology,  and  diagnostic  ultra- 
sound. Topics  for  discussion  will  include  advances  in  bone,  cardiovascular,  gastro- 
intestinal, ob-gyn,  and  neuroradiology  involving  a tri-radiological  approach.  For 
information  contact:  Emanuel  Salzman,  M.D.,  Conference  Chairman,  Division  of 
Radiology,  Beth  Israel  Hospital,  Denver,  Colorado  80204.  Telephone  (303)  825-2190. 


The  College  of  Medicine  and  Dentistry  of  New  Jersey — Office  of  Continuing  Education  | 
will  present  a course  on  MULTIDISCIPLINARY  MANAGEMENT  OF  CHRONIC  j 
HEAD,  NECK,  AND  JAW  DYSFUNCTION  in  Elizabeth,  New  Jersey,  March  4-5.  j 
Tuition  is  $150,  luncheon  included.  For  information  contact:  College  of  Medicine  and 
Dentistry  of  New  Jersey,  Office  of  Continuing  Education,  P.O.  Box  101 — University 
Heights,  Piscataway,  New  Jersey  08854.  Telephone  (201)  564-4707. 

The  FOURTH  ANNUAL  SCIENTIFIC  SESSION  OF  THE  KIDNEY  FOUNDA- 
TION OF  MARYLAND  will  be  held  in  the  Village  of  Cross  Keys,  Baltimore,  Mary- 
land, March  26.  The  program  will  consist  of  original  abstracts,  a panel  discussion,  j 
and  lectures  covering  many  aspects  of  renal  disease.  For  information  contact:  Kidney  < 
Foundation  of  Maryland,  809  Cathedral  Street,  Baltimore,  Maryland  21201.  Telephone 
(301)  685-5040. 

The  FORTIETH  ANNUAL  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
will  be  held  in  New  Orleans,  Louisiana,  March  28-31.  The  program  will  include  dis-  j 
tinguished  speakers,  a clinicopathologic  conference,  a trauma  symposium,  and  scientific 
exhbits.  Registration  fee  is  $125;  military  courtesy  registration  fee  is  $62.50; 
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That’s  your  concern. 

The  quality  of 
protection.  That’s 
/Etna  Life  Qt  Casualty’s 
concern. 


“COULD  THIS  BE  YOU?” 

Shows  a physician  violating  all  prin- 
ciples in  the  handling  of  a patient . . . 
and  flashbacks  to  proper  technique. 
(Color) 


And  that’s  why  /Etna  has  created  a 
library  of  video  tapes  for  your  education. 
Potential  sources  and  causes  of  mal- 
practice. Even  suggestions  as  to  how 
claims  might  be  prevented.  What’s 
more,  you  can  get  credit  hours  for 
viewing  them!  Check  the  list  below: 

“DO  NO  HARM” 


If  any  of  these  tapes  are  of  interest  to 
you  or  your  local  association, 
please  contact: 


Kenneth  Pierce 
/Etna  Life  & Casualty 
921  Orange  Street 
Wilmington,  Delaware  19801 


For  physicians  and  hospitals.  Involves 
the  four  most  vulnerable  areas  in  the 
hospital  for  malpractice 
claims.  (Color) 

“NURSES,  RELATED 
PROFESSIONS, 

MALPRACTICE” 

Primarily  pertains  to  nurses 
responsibilities  as  well  as 
problems  they  may  en- 
counter in  their  practice. 

“CAUSES  AND  PREVENTION 
OF  MEDICAL  MALPRACTICE” 

Comprehensive  coverage  of  studies 
made  in  various  specialty  fields.  Goes 
into  many  causes  of  malpractice  and 
some  suggestions  on  how  malpractice 
may  be  avoided. 

“ELECTRICAL  HAZARDS  IN  HOSPITALS’ 

Gives  physicians,  nurses  and  technical 
personnel  some  basic  knowledge  of 
electrical  equipment  in  a hospital  and 
the  dangers  that  electricity  can  cause 
there. 


LI  FE&  CASUALTY 

You  get  action  with  /Etna 


In  Brief 


students,  residents,  interns,  and  fellows,  complimentary  registration.  For  information 
contact:  The  New  Orleans  Graduate  Medical  Assembly,  1430  Tulane  Avenue,  New 
Orleans,  Louisiana  70112.  Telephone  (504)  525-9930. 

Rural  Health  The  30th  NATIONAL  CONFERENCE  ON  RURAL  HEALTH  sponsored  by  the 

Conference  American  Medical  Association  will  be  held  in  Seattle,  Washington,  March  30- April  1. 

The  theme  of  the  conference  is  Directions  for  Rural  Health  Services,  and  the  purpose 
is  to  evaluate  progress  in  meeting  health  care  needs  in  medically  underserved  areas  and 
to  illuminate  new  directions  for  action  at  national,  state,  and  community  levels.  Regis- 
tration fee  is  $40;  students  $10.  For  information  contact:  Department  of  Rural 
and  Community  Health,  Division  of  Medical  Practice,  American  Medical  Association, 
535  N.  Dearborn  Street,  Chicago,  Illinois  60610. 


Newborn  Primary  The  Georgia  Academy  of  Family  Physicians  will  present  a "mini”  correspondence 
Care  Course  course  on  PRIMARY  CARE  FOR  THE  NEWBORN.  The  course  consists  of  four  ses- 

sions and  a final  examination.  Each  session  4s-two  weeks  in  duration,  with  the  first 
session  beginning  April  18.  The  program  is  acceptable  for  30  prescribed  hours  by  the 
American  Academy  of  Family  Physicians  and  30  Category  I credits  for  the  PRA. 
Enrollment  deadline  is  February  18.  The  fee  is  $130  for  AAFP  members  and  $160 
for  non-members.  For  information  contact:  Georgia  Academy  of  Family  Physicians 
Educational  Foundation,  Miss  Camille  Day,  Executive  Director,  11  Corporate  Square, 
Suite  205,  Atlanta,  Georgia  30329.  Telephone  (404)  321-7445. 


103  West  8th  Street 
PRESCRIPTIONS  FILLED  Wilmington,  Delaware 

Phone  656-4862 


INDIVIDUAL  ATTENTION 
ACCURACY  AND  SERVICE 


Suite  11  Professional  Bldg. 
Augustine  Cut-off 
Wilmington,  Delaware 
Phone  652-3583 


4561  Kirkwood  Highway 
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Wording  to  her  major 
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nj,  part  of  the  problem 
sand  like  depression, 
because  her  problem, 
jjh  primarily  one  of  ex- 
Mmxiety,  is  often  accom- 
®)y  depressive  symptom- 
Valium  (diazepam) 
trade  relief  for  both— as 
Ijssive  anxiety  is  re- 
d.he  depressive  symp- 
fjociated  with  it  are  also 
Bi(ieved. 
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# using  Valium  for  the 
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in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


w 

Valium 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Bee  because  of  their  predisposi- 
■bituation  and  dependence. 

aj  in  Pregnancy:  Use  of  minor 
6<  ilizers  during  first  trimester 
M almost  always  be  avoided 
ta.e  of  increased  risk  of  con- 
ii|!  malformations  as  suggested 
seiral  studies.  Consider  pos- 
il  of  pregnancy  when  institut- 
it-rapy;  advise  patients  to 
c s therapy  if  they  intend  to  or 
b ome  pregnant. 

I ns:  If  combined  with  other  psy- 
|j;  or  anticonvulsants,  consider 
1 pharmacology  of  agents  em- 


ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 


skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


BREAST  CANCER:  A REPORT  TO  THE  PROFESSION— 1976 


An  important  meeting  sponsored  by  the  White 
House,  the  National  Cancer  Institute  (NCI), 
and  the  American  Cancer  Society  (ACS)  was 
held  in  Washington  on  November  22-23,  1976. 
Dr.  Petro  M.  Gullino  reported  on  his  interesting 
findings  of  the  progression  in  breast  tissue  from 
hyperplasia  to  neoplasia  as  predicted  by  angio- 
genesis. Dr.  Gullino’s  laboratory  evidence  sug- 
gests that  the  progression  to  neoplasia  can  be 
evaluated  by  determining  whether  mammary  tis- 
sue has  acquired  the  capacity  to  induce  new  for- 
mation of  vessels  in  the  host  tissue.  In  the  iris 
of  rabbits  angiogenesis  was  evaluated  by  direct 
observation  through  the  transparent  cornea.  Car- 
cinomas, both  infiltrating  and  in  situ,  as  well  as 
mammary  papillomas  produce  angiogenesis  al- 
most consistently.  Resting  mammary  tissue  almost 
never  demonstrates  this  capacity,  but  the  inter- 
esting fact  that  30%  of  hyperplastic  mammary 
epithelium  shows  an  angiogenic  capacity  was 
reported.  This  simple  method  of  localizing  hyper- 
plastic epithelia  can  be  used  for  mammary  tissue 
obtained  from  routine  biopsies  of  benign  lesions. 
Dr.  Gullino  predicted  that  if  the  angiogenic 
property  of  hyperplastic  epithelium  can  identify 
a population  of  women  with  a mammary  paren- 
chyma at  higher  risk  of  developing  breast  cancer, 
a powerful  tool  may  be  available  for  predicting 
neoplastic  transformation  before  clinical  mani- 
festations. 

Dr.  A.  B.  Miller  of  the  NCI  of  Canada  re- 
ported on  the  role  of  nutrition  in  the  etiology 
of  breast  cancer.  Dr.  Miller  pointed  out  the 
^ international  differences  in  breast  cancer  mor- 
bidity and  mortality,  and  studies  on  migrating 
populations  point  to  the  overriding  importance 


Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 


Leslie  W.  Whitney,  M.D. 

of  environmental  factors  in  the  etioloy  of  breast 
cancer.  He  pointed  out  that  population  correla- 
tion studies  have  indicated  that  much  of  the 
difference  in  incidence  appears  to  be  explicable 
on  the  basis  of  dietary  factors,  particularly  high 
total  fat  intake  in  post-menopausal  breast  can- 
cers. He  suggests  that  two  different  types  of 
cancer  may  exist,  one  occurring  predominantly 
in  pre-menopausal  women  and  the  Asian  popu- 
lations, and  the  other  in  post-menopausal  West- 
ern populations,  the  latter  being  especially 
associated  with  nutritional  faotors.  Other  indirect 
features  in  support  of  nutritional  hypothesis  are 
changes  in  incidence  rates  in  Iceland,  possibly 
correlated  with  changing  nutritional  practices  in 
the  association  of  breast  cancer  with  weight  and 
also  possibly  with  height.  A Canadian  case  con- 
trol study  provides  some  support  for  the  im- 
portance of  high  fat  intake.  Further  studies  on 
this  question,  however,  are  required  before  spe- 
cific recommendation  on  dietary  modification 
can  be  made. 

Dr.  N.  L.  Petrakis  of  the  University  of  Calif- 
ornia then  reported  on  the  genetic  factors  in  the 
etiology  of  breast  cancer,  and  pointed  out  that 
human  breast  cancer  appears  to  be  a hetero- 
geneous disease  whose  causes  are  at  present 
time  unknown,  but  that  interrelated  genetic  en- 
vironmental socio-biological  and  physiological 
factors  appear  to  be  associated  with  increased 
risk.  He  pointed  out  that  evidence  for  a genetic 
role  in  susceptibility  to  breast  cancer  is  based  on 
findings  from  (a)  family  history  of  breast  can- 
cer, especially  bilaterality;  (b)  marked  differ- 
ences in  rates  between  certain  racial  groups; 
(c)  lack  of  major  changes  in  incidence  of  breast 
cancer  over  many  years  despite  dramatic  changes 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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in  other  cancers;  (d)  concordance  of  breast  can- 
cer in  monozygotic  twins;  and  (e)  concordance 
of  laterality  of  breast  cancer  in  closely  related 
patients.  A working  hypothesis  has  been  devel- 
oped that  interrelates  genetic-environmental  in- 
teractions in  breast  cancer  etiology  and  patho- 
genesis. In  this  model  a turnover  rate  of  breast 
secretions  is  the  primary  determinant  of  the  ex- 
tent and  duration  of  exposure  of  the  breast 
epithelium  to  extrinsic  and  endogenous  carci- 
nogens. This  model  as  presented  by  Dr.  Petrakis 
emphasizes  the  interaction  of  genetic,  psycho- 
endocrine,  and  environmental  factors  in  the 
epidemiology  of  breast  cancer. 


^etterd  to  tke  Editor 

To  the  Editor: 

Opinions,  evaluations,  anecdotes,  reminis- 
cences, photos  are  needed  for  a biography  of 
Dr.  Alton  Ochsner  of  Ochsner  Clinic,  New 
Orleans. 

Photos  will-be  carefully  handled  and  returned. 
All  material  will  be  gratefully  received. 

Ira  Harkey,  Ph.D. 
401  Metairie  Road,  Apt.  706 
Metairie,  Louisiana  70005 
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“UNITED  WE  STAND,  DIVIDED  WE  FALL”* 


Once  again  we  face  the  strong  specter  of  an 
aggressive  governmental  foray  into  the  affairs 
of  medicine.  President-Elect  Carter  has  promised 
that  National  Health  Insurance  will  have  a high 
priority  in  his  administration.  Many  dootors  will 
equate  this  with  opening  the  door  to  socialized 
medicine  and  will  immediately  get  their  hackles 
up. 

At  the  AMA  National  Leadership  Conference 
earlier  this  year,  I sat  in  on  a seminar  on  Medi- 
caid coverage.  I was  amused  by  the  irony  of  the 
arguments  presented,  as  many  physicians  spoke 
out  vehemently  against  reduction  of  Medicaid 
coverage,  with  only  the  true  believer  having  the 
courage  of  his  convictions  in  arguing  that  the 
government  should  get  out  of  health  care  insur- 
ance altogether.  Certainly  this  incongruity  was 
not  lost  on  the  government  officials  on  the  panel. 


scapegoat  for  an  expensive  health  care  system. 
We  know  that  the  way  to  cut  health  care  costs  is 
not  to  put  more  regulations  on  hospitals  and 
physicians,  but  to  reduce  the  number  of  sick 
people,  hospital  beds,  and  unnecessary  services 
demanded  by  patients  with  full  third-party  cov- 
erage. Needless  to  say,  many  other  factors  could 
be  added  to  this  short  list.  Our  hospital  beds  are 
full  of  people  with  ills  related  to  overeating, 
overdrinking,  smoking,  mental  stress,  drunken 
driving,  speeding,  motorcycle  riding,  and  other 
chemical  and  physical  assaults  on  the  human 
body.  We  should  continue  to  focus  public  at- 
tention on  this  issue. 

Will  we  dig  in  our  heels  and  act  like  jackasses 
when  it  comes  to  evolutionary  programs  to  deal 
with  the  health  needs  of  all  our  citizens,  or  will 
we  act  constructively  in  such  an  effort? 


The  exact  nature  of  Carter’s  health  insurance 
program  has  not  been  revealed.  It  will  undoubt- 
edly oome  in  phases,  with  insurance  for  catastro- 
ph  illness  and  injury,  and  health  insurance  for 
all  poor  being  high  priority  items.  These  cover- 
ages should  offer  no  direct  threat  to  our  profes- 
sion and  should  not  be  confused  with  socialized 
medicine.  The  big  issue  will  be  as  to  how  any 
comprehensive  program  on  health  insurance  will 
pe  financed.  Almost  certainly  some  combination 
payroll  taxes  and  income  taxes  will  be  used  to 
edistribute  the  burden  of  the  cost  of  health  care. 

We  must  not  allow  ourselves  to  become  the 


Aesop— The  Four  Oxen  and  the  Lion 


We  should  continue  to  resist  governmental  in- 
terference that  is  self-defeating  in  terms  of  cost 
and  quality  of  medical  care.  Recognizing  that  an 
adverse  consensus  is  a definite  forerunner  of  gov- 
ernmental regulation,  we  should  continue  ,to 
strive  to  deliver  quality  care  at  a reasonable  cost. 
If  we  are  successful  in  doing  this,  we  can  right- 
fully expeot  the  least  governmental  interference 
between  the  physician  and  his  patient. 
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LEGISLATIVE  DAY 


The  Medical  Society  of  Delaware  along  with 
DELPAC,  the  Medical  Society  of  Delaware  Aux- 
iliary, the  New  Castle  County  Medical  Society 
Auxiliary,  the  Sussex  County  Medical  Society 
Auxiliary,  and  the  Delaware  Dietetic  Associa- 
tion is  planning  a day  at  the  Legislature  in  Dover 
on  Wednesday,  March  16,  1977.  All  p hysicians, 
spouses  (whether  they  belong  to  one  of  the  aux- 
iliaries or  not),  and  dietitians  are  invited.  Plans 
include  lunch  at  the  Dinner  Bell  Inn,  where  we 
will  hear  a talk  by  Ned  Davis,  our  public  rela- 
tions consultant,  and  presentations  by  the  Gover- 
nor, Lieutenant-Governor,  and  a member  of  the 
House  of  Representatives.  This  program  will  be 
followed  by  a trip  to  the  Legislature,  which 
ordinarily  convenes  at  1:30  p.m. 

Buses  will  leave  the  Academy  of  Medicine 
Building  in  Wilmington  at  10:00  a.m.  with  a 
stop  at  the  St.  George’s  Bridge  to  pick  up  those 
from  the  lower  part  of  the  county.  Car-pooling 
will  be  used  for  those  members  coming  from 
Sussex.  The  total  cost  for  the  day  will  be  $3.00. 


The  trip  should  be  exciting  and  informative. 
Important  as  the  legislative  process  is  to  any  citi-  i 
zen,  the  function  is  of  vital  concern  to  the  phy- 1 
sician  and  health  care  provider  as  a result  of  the 
ever-continuing  pressure  to  involve  the  govern- 
ment in  health  care  affairs.  Thus  our  concern 
is  more  direct  than  that  of  the  general  citizenry. 

I urge  all  physicians,  spouses,  and  dietitians 
to  put  this  date  on  their  calendars  so  that  they 
may  plan  to  go  to  Dover  for  the  day  and  see  at 
first  hand  just  how  the  Legislature  operates.' 
Your  check  should  be  made  payable  to  the  Medi- 
cal Society  of  Delaware  and  mailed  to  the  Society 
office,  1925  Lovering  Avenue,  Wilmington,  Dela- 
ware 19806  at  your  earliest  convenience  in  order 
to  reserve  your  space  for  the  day.  Be  sure  to 
pass  the  invitation  along  to  your  spouse. 


Executive  Director 
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SKIN  CANCERS  AND  THE  ENVIRONMENT 


William  L.  Sprout,  M.D. 


There  is  general  agreement  that  ozone  is  re- 
: sponsible  for  absorbing  solar  radiation  in  the 
ultraviolet  speotrum,  between  280  and  320  nm 
in  wavelength.1  These  rays  are  absorbed  by  the 
>:  i superficial  layers  of  the  skin,  causing  sunburn. 

! With  continued  exposure  over  the  years,  de- 
li generative  changes  oocur  which  may  contribute 
to  the  development  of  skin  cancer.  Radiation  in 
the  ultraviolet  spectrum  does  not  penetrate  be- 
low the  skin  into  the  body.  X-ray  or  isotope 
radiation  is  necessary  to  produce  an  increase  in 
1 1 cancer  incidence  in  deeper  structures.2 

Wavelengths  longer  than  320  nm  are  less 
■ j energetic  and  contribute  to  sunburn  or  cancer 
/ “only  in  large  quantities.  The  ozone  layer  pre- 
sents wavelengths  below  280  nm  from  reaching 
lithe  earth’s  surface.3  It  does  not  influence  the 
. wavelengths  above  320  nm.4  The  most  important 
I {radiation,  therefore,  lies  between  280  and 
' |320  nm. 

1 There  are  several  causative  factors  suspected 
.in  benign  skin  tumors,  including  viruses  and 
igenetic  background.  There  are  also  some  benign 
: skin  tumors  whioh  are  related  to  sunlight  ex- 
iposure  over  many  years;  these  are  called  actinic 

I Dr.  Sprout  is  an  industrial  physician  in  Haskell  Laboratory  for 
[Toxicology  and  Industrial  Medicine  at  E.  I.  duPont  de  Nemours 
i&  Company. 


; This  paper  has  been  adapted  from  an  article  in  Science  Update, 
Bjjuly  1976,  a Du  Pont  Company  publication. 
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keratoses.  They  may  be  very  numerous,  and  are 
generally  considered  pre-malignant. 

There  are  three  main  types  of  malignant  skin 
tumors:  basal-cell  carcinoma,  squamous-cell  car- 
cinoma, and  malignant  melanoma.  The  rarest 
type,  malignant  melanoma,  is  variably  pig- 
mented, from  brown  to  black  or  sometimes 
bluish.  It  is  not  very  common,  occurring  perhaps 
eight  times  in  100,000  Caucasian  persons  per 
year.5-  6 It  occurs  on  all  parts  of  the  body;  for 
instance,  in  one  Negro  study  group  in  Uganda 
it  was  seen  only  on  the  soles  of  the  feet.7  Mela- 
noma is  much  less  strongly  associated  with  sun- 
light exposure  than  the  other  two  histologic  types 
of  skin  cancer.  In  the  United  States,  deaths  from 
melanoma  are  about  75%  higher  in  the  southern 
tier  of  states  than  in  the  states  near  the  Canadian 
border,  while  the  deaths  from  the  other  types  of 
skin  cancer  are  250%  higher.8  Sun  exposure  is  an 
appreciable  factor  in  the  development  of  some 
forms  of  malignant  melanoma. 

Basal-cell  cancer  is  only  locally  invasive  and 
has  virtually  no  capacity  to  metastasize.  It  occurs 
mainly  on  the  exposed  areas  of  the  body. 
Squamous-cell  cancer  is  strongly  influenced  by 
radiation,  appearing  most  frequently  on  the  tops 
of  the  ears,  lower  lips,  and  cheeks.  Metastasis  is 
slightly  more  frequent  but  still  rare.  Death  from 
either  type  is  uncommon.  Both  types  can  be 
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effectively  treated  by  surgical  excision,  X-radia- 
tion, chemotherapy,  cryotherapy,  or  cautery. 

Causes  — Physical  and  Mechanical 

Malignant  melanoma  has  been  difficult  to 
study  because  of  its  comparative  rarity.  Studies 
done  in  subtropical  areas,  such  as  Queensland, 
Australia9  and  Tucson,  Arizona10  failed  to  dis- 
cover any  melanoma  in  two  series  of  2,200  inter- 
views and  2,108  documented  cancer  cases  re- 
spectively. These  were  populations  where  the 
other  types  of  skin  cancer  were  anticipated  to 
be  numerous. 

The  influence  of  sunlight  is  more  readily  ap- 
parent in  basal  and  squamous-cell  cancers,  where 
incidence  is  more  closely  related  to  latitude. 
Trauma  plays  a role  in  squamous-cell  cancers 
which  occur  in  non-exposed  areas.  Davies  found 
that  in  Uganda  80%  of  squamous-cell  carci- 
nomas were  on  the  leg,  and  80%  of  these  were 
below  the  knee.7  He  claimed  that  396  out  of  400 
carcinomas  in  his  personal  series  had  some  sort 
of  antecedent  lesion,  usually  a tropical  or  phage- 
denic ulcer.  He  estimates  that  the  development 
of  such  an  ulcer  increases  the  risk  of  squamous- 
cell cancer  at  least  10,000-fold. 

Any  previously  damaged  area  of  the  skin,  such 
as  a scar  following  X-ray  treatment  or  from 
ordinary  burns,  is  at  greater  cancer  risk  than 
normal  skin.  Thermal  exposure,  such  as  the 
habitual  use  of  excessively  hot  beverages  in  the 
mouth  or  carrying  of  hot  objects  next  to  the  body 
to  keep  warm  in  winter,  is  another  known  fac- 
tor. The  higher  ambient  temperatures  in  the 
tropical  latitudes  also  have  an  indirect  effect  in 
permitting  the  omission  of  protective  clothing, 
increasing  the  probability  of  mechanical  irrita- 
tion of  the  skin  of  the  feet  and  legs.  Any  con- 
tinued mechanical  irritation,  such  as  that  from 
pipe  smoking  or  eyeglasses  or  a prosthetic  ex- 
tremity, may  be  associated  with  skin  cancers  in 
the  irritated  areas.11 
Causes  — Chemical 

Tobacco  exposure  in  the  mouth  and  lips  of 
cigar  and  pipe  smokers  is  consistently  implicated 
in  skin  cancer.  Other  chemicals  have  been  in 
the  picture  ever  since  the  descriptions  of  cancer 
from  exposure  of  the  chimney-sweep  to  soot  and 
the  mule-spinner  to  lubricating  oils.  More  re- 


cently, arsenic  compounds  have  been  found  to 
produce  both  keratoses  and  cancers.5- 12  Since  in  ’ 
general  the  coal-tar  hydrocarbons  have  been 
found  more  likely  to  include  carcinogenic  sub- 
stances than  the  petroleum-based  chemical  feed- 
stocks, there  is  concern  that  increased  industrial 
use  of  shale  oil  and  high-boiling  residues  may 
lead  to  a progressive  increase  in  skin  cancer  ! 
which  might  -be  mistakenly  attributed  to  in- 
creased ultraviolet  light  exposure.  Regan  and 
Setlow  have  warned  that  a number  of  carcino- 
genic chemicals  mimic  UV  damage .13 

The  Role  of  Ultraviolet  Light 

It  had  been  observed  for  many  years  that  skin 
cancer  was  characteristically  a disease  of  the  j 
mature  and  the  elderly,  and  that  it  occurred  most 
frequently  on  the  exposed  areas  of  the  skin  such 
as  the  face,  neck,  forearms,  and  hands.  It  was 
also  found  more  frequently  in  persons  who  spent  j 
much  of  their  time  outdoors,  and  in  light-skinned 
individuals  with  little  pigmentation.  An  increase 
in  incidence  with  decreasing  latitude  of  resi- 
dence was  also  reported  many  years  ago.  The 
conclusion  was  that  there  was  something  car- 
cinogenic about  the  sun’s  rays.  Experiments  then 
determined  that  these  effects  were  maximal  in 
the  ultraviolet  range,  between  290  and  334  nm 
in  wavelength.5  These  are  the  rays  which  also 
produce  erythema,  so  that  the  usual  precautions  ! 
we  take  to  avoid  sunburn  also  offer  protection  | 
from  the  carcinogenic  effects  of  solar  radiation,  j 
These  rays  will  be  stopped  by  physical  shade,  | 
such  as  a hat  or  other  clothing,  by  ordinary 
window  glass,  and  will  be  strongly  filtered  out 
by  the  superficial  layers  of  skin  (particularly  if 
it  is  deeply  pigmented) . 

Experiments  with  Mice 


Experiments  to  determine  the  effectiveness  of 
sunscreening  preparations  have  been  performed 
by  exposing  hairless  mice  to  both  ultraviolet  light 
and  chemical  carcinogens  concomitantly,  which 
reproducibly  produces  tumors  on  unprotected 
skin  in  a few  months.  Pre-treatment  of  these  mice 
with  a sunscreen  containing  p-aminobenzoic  acid 
effectively  prevents  cancer.14  The  hairless  mouse 
has  a very  fragile  skin,  even  in  comparison  to 
the  shaved  skin  of  fur-bearing  animals,  and  also 
has  an  incompetent  immunologic  response  to 


'li 

i 


(» 

S 

l :5 
! 


686 


Del  Med  Jrl,  Dec  1976— Vol  48,  No  12  f jt 


Skin  Cancers  and  the  Environment — Sprout 


transplanted  tissue  of  any  type.  The  human  skin 
is  much  more  resistant  to  chemicals  and  protects 
itself  from  UV-B  radiation  by  increasing  its  pig- 
mentation and  the  thickness  of  its  homy  layers. 
Additionally,  humans  can  and  should  protect 
themselves  from  excessive  sunlight  exposure  by 
appropriate  clothing. 

Geographic  Factors 


Mapping  of  the  US  counties  with  the  highest 
mortality  rates  of  both  malignant  melanoma  and 
the  other  types  of  skin  cancer  shows  that  they 
cluster  from  Texas  eastward  and  slightly  north 
along  the  Appalachian  mountains.15  We  are 
comparing  mortality  rather  than  incidence  be- 
cause only  mortality  figures  are  available  county- 
| by-county  or  by  economic  area.  Some  states  in 
the  lower  latitudes  with  much  outdoor  activity, 
I such  as  Arizona,  New  Mexico,  and  southern 
!;  Florida,  and  also  states  such  as  Colorado,  with 
many  people  living  at  high  altitudes,  do  not 
show  the  higher  mortality  rates  that  one  would 
J anticipate.  The  ultraviolet  intensity  in  Denver  is 
1 125%  greater  than  at  sea  level  for  the  same  lati- 
tude,16 and  any  effect  of  a long-term  increase  in 
ultraviolet  exposure  should  be  apparent  in  the 
Colorado  population.  No  such  effect  has  yet 
been  demonstrated. 


Similarly,  the  total  adjusted  annual  ultraviolet 
, intensity  in  El  Paso  (altitude  3,918  feet)  is  about 
140%  higher  than  in  Fort  Worth  (altitude  537 
Jfeet),  but  Fort  Worth  has  the  higher  incidence 
|of  melanoma  in  both  males  and  females.  Using 
| mortality  figures  for  each  state  in  rates  per 
100,000  population  per  year,  again  Texas  is 
(higher  (1.59)  and  New  Mexico  is  lower  (1.05) 
|than  would  be  anticipated  from  their  compara- 
jtive  altitudes  and  latitudes.17  Vermont’s  rate 
(1.28)  is  almost  twice  New  Hampshire’s  (0.67) 
For  white  females,  and  Delaware’s  (2.07)  is  even 
itiigher  than  Florida’s  (1.97)  mortality  rate  for 
jwhite  males. 


I The  incidence  rates  in  whites  for  the  non- 
\nelanoma  tumors  in  the  age  groups  from  35  to 
14  have  been  correlated  with  cumulative  UV 
exposure  in  the  four  survey  areas  of  the  Third 
(National  Cancer  Survey  in  1972.17  The  same 
relationship,  however,  has  been  demonstrated  by 
Mason  et  al  by  plotting  age-specific  rates  against 
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age  itself.15  The  consistent  anomaly  of  higher- 
than-expected  rates  for  the  Dallas-Fort  Worth 
area  also  remains  to  be  explained. 

These  findings  are  quoted  to  indicate  that  there 
may  be  other  major  factors  involved  in  the  in- 
cidence of  skin  cancer  besides  ultraviolet  ex- 
posure.18 

Summary 

Skin  cancer  is  a much  less  frightening  topic 
than  cancer  as  a whole,  for  several  reasons.  First, 
skin  cancers  appear  on  the  surface  of  the  body 
and  are  immediately  visible. 

Second,  more  than  95%  of  skin  cancers  are 
easily  and  effectively  treated  on  an  outpatient 
basis.  Third,  skin  cancers  due  to  sunlight  rarely 
spread  to  another  part  of  the  body.  Fourth,  in 
the  words  used  by  the  American  Cancer  Society, 
“most  skin  cancers  are  preventable  by  avoidance 
and/or  protection  from  excessive  direct  sun  ex- 
posure.”19 Further  study  is  desirable,  but  not  as 
urgent  as  with  other  types  of  cancer. 
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Lower  Costs 

Through  Group  Health  Testing 
With  MEDISCREEN* 

Medical  Screening  On  Wheels 


Eliminates  the  need  for  in-plant  testing  facility 
Reduces  off  the  job  time  to  less  than  1 hour 
Reduces  your  cost  by  50%  or  more 
Screening  is  tailored  to  your  specific  needs 

The  Mediscreen  on-site  medical  screening  method  is  convenient,  fast,  and  economical. 
Five  minutes  after  a radio  controlled,  fully  staffed,  self-sustaining  Mediscreen  unit 
rolls  into  your  parking  area  it  is  ready  to  start  examinations. 

Testing  takes  less  than  45  minutes  and  can  include  the  following: 

EKG  (12  lead),  Audiograms  (OSHA  approved  equipment  and  technicians),  Visual  Testing, 

Tonometry,  Pulmonary  Function,  Chest  X-Ray  (14  x 17),  Blood/Urine  analysis 

(tests  performed  by  Federally  licensed  in-state  lab).  The  cost  - 

1/3  to  1/2  of  the  prevailing  rates  Plus  a substantial  reduction  in  down  time. 
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For  further  information  fill  out  and  mail  this  coupon  to:  I0 

MEDISCREEN,  Inc.,  Suite  202,  Professional  Building,  Augustine  Cut-off,  Wilmington,  Delaware  1980c 

I u< 


Type  of 
testing: 

name 

title 

□ ekg 

□ Audiogram 

□ Eye  Exam 
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□ Lung  Function 

□ Blood/Urine 
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approx,  size  of  group 

. . . or  call  (302)  655-1648 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES 


MEDICAL  SOCIETY  OF  DELAWARE 


The  187th  Annual  Meeting  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to  order 
! at  the  Delaware  Academy  of  Medicine,  Wilmington, 
Delaware,  on  Friday,  October  8,  1976,  at  1:00  p.m., 
jj  Calvin  B.  Hearne,  M.D.,  President,  presiding. 

Secretary  Levitsky  took  the  roll  call,  and  a quorum 
was  declared. 

A motion  was  made,  seconded,  and  approved  to 
accept  the  minutes  of  the  1975  Session. 

(All  reports  were  accepted  as  published  unless 
otherwise  noted.) 

REPORTS  OF  THE  OFFSCERS 

REPORT  OF  THE  PRESIDENT 

With  each  passing  year  the  problems  besetting  our 
profession  increase.  Despite  our  best  efforts  to  solve 
them,  some  always  remain  to  be  joined  with  new 
; problems  that  are  not  yet  on  the  horizon.  This  re- 
port will  attempt  to  highlight  the  activities  of  the 
President  and  the  Board  of  Trustees  in  attempting 
i to  deal  with  some  of  these  problems  and  issues. 

As  you  all  are  aware,  legislation  dealing  with  medi- 
cal liability  has  been  enacted  into  law.  Several  phy- 

Isicians  participated  in  the  drafting  of  this  legislation, 
and  while  it  falls  short  of  what  the  Society  had  hoped 
to  achieve  legislatively  in  this  area,  it  does  represent 
the  best  obtainable  in  the  light  of  present  political 
and  legal  realities.  How  well  it  will  work  to  restrain 
the  mounting  incidence  of  malpractice  litigation  re- 
mains to  be  seen.  Already  it  is  under  attack  as  a 
constitutional  issue  in  a pending  malpractice  case. 

In  the  legislative  area,  the  new  Medical  Practices 
Act  originally  drafted  two  years  ago  has,  after  modi- 
fications which  have  strengthened  it,  been  enacted 
into  law.  This  Act  in  our  judgment  is  one  of  the 
best  of  such  acts  that  have  been  passed  in  any  of  the 
fifty  states.  Also  in  the  State  Legislature  your  Society 
was  active  in  securing  amendments  to  the  Generic 
Drug  Prescribing  bill  that  protects  the  physician’s 


right  to  decide  what  is  best  for  his  patient  while  at 
the  same  time  insuring  that  any  dollar  savings  realized 
by  the  use  of  generic  drug  prescribing  will  in  fact  be 
passed  along  to  the  patient. 

During  these  past  16  months  we  have  employed  a 
legislative  specialist  to  assist  us  in  our  activities  in 
the  Legislature.  At  this  time  it  is  my  opinion  that 
the  expense  for  this  service  is  being  well  justified. 
However,  the  importance  of  each  member  of  the 
Medical  Society  of  Delaware  being  active  politically 
cannot  be  overstated.  And  legislative  activity  must 
be  supplemented  at  all  times  by  physicians  contacting 
members  of  the  legislative  body  on  a one-to-one  basis. 
In  this  connection  we  are  again  urged  to  be  active 
in  and  supportive  of  DELPAC. 

This  past  year  has  seen  the  Claims  Review  Panel 
come  into  full  flower  as  an  instrument  in  our  defense 
in  malpractice  litigation.  These  panels  function  as 
expert  advisors  to  the  Aetna  Life  and  Casualty  Com- 
pany when  the  latter  is  called  upon  to  defend  the 
members  in  medical  liability  cases. 

In  1975  the  medical  Lability  insurance  premiums 
for  our  members  increased  somewhat  over  70%;  this 
year  the  increase  varies  from  .2%  to  2%.  However, 
reclassification  of  some  physicians  from  lower  to 
higher  classes  will  result  in  substantial  increases  for 
those  affected  physicians.  Aetna  has  also  agreed  to 
continue  our  insurance  package  until  December  1978; 
however,  Aetna  will  no  longer  permit  the  physician  to 
decide  whether  or  not  a case  will  be  settled  or  de- 
fended. The  loss  of  this  privilege  appears  to  be  a 
national  trend;  even  the  medical  society-owned  in- 
surance companies  no  longer  grant  this  privilege  to 
their  physician  clients. 

The  Medico-Legal  Screening  Panel  that  has  been  in 
operation  for  many  years  has  been  completely  restruc- 
tured in  such  a manner  as  to  be  more  even-handed 
and  fair  to  the  defendant  physicians.  This  panel  is 
presently  held  in  reserve  since  it  is  envisioned  that 
the  medical  liability  legislation  which  was  recently 
enacted  will  preclude  our  former  medico-legal  screen- 
ing panel  from  having  to  function. 
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Contract  negotiations  with  Blue  Cross-Blue  Shield 
of  Delaware,  Inc.  were  begun  in  June  1975  and  were 
felt  to  be  progressing  satisfactorily  until  December 
1975  when  it  was  discovered  that  the  Blue  Cross- 
Blue  Shield  representative  was  acting  without  full 
knowledge  of,  and  authority  from,  the  top  manage- 
ment of  Blue  Cross-Blue  Shield.  This  necessitated  a 
re-start  of  negotiations  in  January  of  this  year  and 
these  Were  continued  until  March  1976.  Since  then 
negotiations  have  been  suspended,  but  it  is  anticipated 
that  they  will  be  resumed  momentarily.  Considerable 
expense  has  been  incurred  by  our  Society  incidental 
to  the  negotiations  that  took  place  in  1975,  and  since 
these  negotiations  were  considered  to  be  invalid  by 
Blue  Cross-Blue  Shield  of  Delaware,  Inc.,  the  Society 
was  reimbursed  by  the  latter  for  our  financial  outlays 
for  these  fruitless  negotiating  sessions. 

The  Board  has  approved  the  selection  of  physicians 
by  various  specialty  groups  to  act  as  consultants  to 
Blue  Cross-Blue  Shield  in  matters  of  provider  relations 
with  the  proviso  that  minutes  or  a memorandum  of 
any  meeting  between  Blue  Shield  personnel  and  any 
medical  advisory  personnel  be  sent  to  the  Medical 
Review  Committee.  Meetings  between  the  top  man- 
agement of  Blue  Cross-Blue  Shield  and  our  Society 
have  been  maintained.  These  sessions  deal  with  mat- 
ters of  mutual  concern. 

As  we  are  all  aware,  physician  competence  and  the 
extent  to  which  the  physicians  engage  in  continuing 
education  have  been  questioned  by  the  public.  There- 
fore, upon  recommendation  of  the  Continuing  Educa- 
tion and  Certification  Committee  the  Board  unani- 
mously acted  to  require  that  qualified  evidence  of 
continuing  education  be  a requirement  of  continued 
membership  in  the  Medical  Society  of  Delaware.  In 
this  connection  it  is  planned  to  set  up  our  own  pro- 
gram of  educational  programs  and  certification  which 
will  dovetail  with  those  of  the  American  Medical 
Association. 

For  the  first  time  the  Medical  Society  of  Delaware 
was  invited  to  have  input  into  the  contract  specifi- 
cations of  the  State  Employees’  Health  Insurance 
Plan.  Such  an  action  of  state  officials  is  important 
to  us,  and  it  is  hoped  that  a better  working  relation- 
ship with  agencies  of  state  government  will  continue 
to  be  possible. 

Good  rapport  continues  with  Delaware’s  Congres- 
sional delegation.  Senators  Roth  and  Biden,  and  Rep- 
resentative duPont  have  been  very  responsive  to  our 
views  on  legislative  issues  before  the  Congress,  and 
we  look  forward  to  a continued  good  relationship 
with  them. 

Increasingly  during  the  past  year  our  Society  has 
been  the  recipient  of  complaints  regarding  fees  from 
patients  and  from  other  insurers.  In  order  to  deal 
more  effectively  with  these  problems  the  authority  of 
the  Medical  Review  Committee  needs  to  be  strength- 
ened. 


The  cost  of  operations  of  the  activities  of  the  So- 
ciety continues  to  escalate  beyond  the  control  of  the 
Budget  Committee  or  the  Board.  This  will  neces- 
sitate a dues  increase  this  year  if  we  are  to  keep  our 
Society  healthy  and  vigorous  in  representing  our 
interests  as  well  as  those  of  our  patients. 

A new  activity  of  our  Society  at  this  Annual  Meet- 
ing will  be  a modest  recognition  of  those  members 
who  have  been  physicians  for  fifty  years  or  longer. 
They  will  be  our  honored  guests  at  the  House  of  Dele- 
gates luncheon  at  which  time  a certificate  will  be 
presented  to  each. 

The  Board  authorized  the  President  to  mount  a 
campaign  to  renovate  and  enlarge  and  refurnish  the 
Society  office.  Thanks  to  the  generous  response  from 
a majority  of  the  membership  this  has  been  com- 
pleted. The  results  are  not  only  beautiful  but  func- 
tional and  will  enable  our  staff  to  function  with  in- 
creased effectiveness  and  will  boost  morale  in  these 
enlarged  quarters. 

In  respect  to  the  American  Medical  Association,  the 
favored  whipping  boy  of  many  politicians,  I wish 
to  point  out  that  it  is  the  only  national  organization 
with  the  structure,  the  personality,  and  the  expertise 
to  represent  the  physician  in  Washington.  Despite  the 
shortcomings  of  any  large  organization  it  has  been  in 
the  past,  and  remains,  our  best  bulwark  against  those 
who  attempt  to  regulate  the  practice  of  medicine.  To 
those  of  you  who  are  not  members  I urge  you  to  join 
the  rest  of  us  in  supporting  the  American  Medical 
Association  in  their  efforts  in  our  behalf. 

A comment  concerning  the  office  of  the  President 
is  in  order.  I served  as  Vice-President  six  years  ago 
and  as  a result  have  been  able  to  discern  the  increas- 
ing complexity  and  scope  of  the  Society’s  activities. 
It  was  my  good  fortune  to  serve  as  Secretary  for  the 
year  preceding  my  year  as  President-Elect,  thus  allow- 
ing two  years  of  Board  experience  immediately  prior 
to  assuming  the  office  of  President;  this  experience 
has  been  of  great  value.  In  my  opinion  the  method 
of  selection  of  . President  needs  to  be  altered,  so  that 
in  the  future  all  Presidents  will  have  some  get-ready 
time.  Accordingly,  I have  asked  our  Long-Range 
Planning  Committee  to  look  into  this  matter  with 
the  view  of  making  recommendations  to  the  Society 
in  the  coming  year.  Last  year  a resolution  providing 
for  a salary  for  the  President  was  defeated.  This  year 
a resolution  will  be  introduced  that  would  exempt  all 
past  presidents  from  paying  dues.  Each  of  these 
measures  would  produce  a great  financial  burden  on 
the  Society  at  a time  when  costs  are  already  escalat- 
ing at  an  alarming  rate.  I would  urge  no  such  action 
as  these  resolutions  call  for,  but  rather  that  the  Presi- 
dents be  given  a more  generous  allowance  for  the  ex- 
penses of  his  office. 

Some  compliments  are  in  order.  Your  Board  has 
been  dedicated,  hard-working,  and  supportive  of  all 
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STUART  PHARMACEUTICALS  I Wilmington.  DE 
Division  c'  ICI  United  States  Inc. 


THE  SQUEEZE 
OFG.I.  SPASM* 

Kinesed®  offers  this  effective  relief: 


• potent  antispasmodic/ 
antisecretorv  action 

with  belladonna  alkaloids 


• prompt  relief  of  gaseous  distention 

with  simethicone 

• predictable  relief  of  associated 
anxiety  and  tension 

with  phenobarbital 


^Indications:  Possibly  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the  treatment 
of  the  irritable  bowel  syndrome  (irritable  colon,  spas- 
tic colon,  mucous  colitis)  and  acute  enterocolitis. 


Contraindications : Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or 
hepatic  disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be 
habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12 years:  One- 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital 
(warning:  may  be  habit  forming),  0. 1 mg.  hyoscyamine 
sulfate;  0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine 
hydrobromide,  40  mg.  simethicone. 
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the  goals  of  the  Society.  We  are  fortunate  to  have 
persons  of  such  high  caliber  on  our  Board.  Similarly, 
the  Committee  work,  without  which  we  could  not 
function,  has  for  the  most  part  been  outstanding.  On 
your  behalf  I offer  thanks  to  the  Board  and  the  Com- 
mittees for  their  yeoman  work.  Additionally,  our 
Society  has  been  fortunate  to  have  an  excellent  staff. 
Those  of  you  who  have  had  the  opportunity  to  work 
with  them  recognize  their  dedication  and  the  quality 
of  their  efforts  on  our  behalf.  In  these  days  of  in- 
flation we  have  a bargain!  To  those  who  generously 
contributed  to  the  Office  Renewal  Fund  our  deepest 
appreciation.  You  have  provided  an  office  com- 
mensurate with  the  stature  of  the  Medical  Society  of 
Delaware. 

Finally  I would  like  to  express  to  you  all  my  ap- 
preciation of  your  support,  your  tolerance,  and  your 
patience  during  this  past  year.  To  serve  as  President 
of  the  Medical  Society  of  Delaware  is  a great  honor, 
one  which  I never  thought  I’d  be  privileged  to  receive. 
I thank  you  for  allowing  me  this  privilege  during 
this  past  year. 

Calvin  B.  Hearne,  M.D. 

President 

REPORT  OF  THE  VICE-PRESIDENT 

I want  first  to  express  my  appreciation  to  and  praise 
for  Doctor  Hearne’s  role  as  President  of  the  Medical 
Society.  This  year  has  seen  taxing  problems  as  has 
no  prior  year.  He  has  dealt  with  politicians,  lawyers, 
insurance  companies,  third  party  underwriters,  and 
contentious  physicians  in  a fair,  dignified,  and  non- 
inflammatory manner  and  spent  many,  many  hours 
away  from  his  primary  duties. 

I cannot  say  that  all  our  problems  are  even  re- 
motely at  an  end.  There  still  exist  the  poised  menace 
of  malpractice,  the  millstone  of  federal  control,  the 
monster  of  rising  costs,  and  the  mournful  waning  of 
public  respect.  All  of  these  hopefully  will  reach  a 
more  satisfactory  solution,  and  we  as  physicians  may 
return  to  our  charge — the  patient — without  these 
overburdens. 

However,  no  matter  how  applied,  no  matter  how 
silver-tongued,  no  matter  how  wise  your  Medical  So- 
ciety officers  are,  in  the  end  each  physician  must 
know  of  these  problems,  must  play  an  active  role,  and 
must  raise  his  efforts  so  that-  the  tradition  of  service 
and  the  healing  art  prevail. 

John  H.  Benge,  M.D. 

Vice-President 

REPORT  OF  THE  SECRETARY 

One  hundred  twenty-four  meetings  including  to- 
day’s meeting  were  held  during  this  past  year.  Eleven 
meetings  were  devoted  to  the  transaction  of  business 
matters  by  the  Board  of  Trustees;  there  were  one  hun- 
dred thirteen  committee  meetings  for  which  prepara- 


tions were  made  by  the  Society  office.  There  was  a 
seminar  at  the  University  of  Delaware  entitled  "Medi- 
cal Aspects  of  Sports.”  The  Society  sponsored  a 
Teenage  Alcoholism  Conference,  a Practice  Financial 
Management  Workshop,  a Seminar  on  Hyperkinesis 
Syndrome,  and  a lecture  on  Huntington’s  Chorea. 
The  Bicentennial  Ball  will  be  held  October  9th  at 
the  Wilmington  Country  Club.  All  business  trans- 
acted by  the  Society  has  been  recorded  in  the  minutes 
as  presented  by  the  Secretary. 

The  total  membership  as  of  September  22  is  as  fol- 
lows: 

1976 

Dues-Paying  Dues-Exempt 


Members 

Members 

Total 

Kent 

60 

9 

69 

New  Castle 

437 

72 

509 

Sussex 

78 

15 

93 

575 

96 

671 

1975 

Dues-Paying 

Members 

Dues-Exempt 

Members 

Total 

Kent 

54 

7 

61 

New  Castle 

416 

68 

484 

Sussex 

72 

14 

86 

542 

89 

631 

The  Society  has  had  106  inquiries  from  physicians, 
nurses,  and  two  physician’s  assistants  seeking  place- 
ment in  Delaware.  The  office  has  corresponded  with 
these  persons  and  acted  as  the  liaison  between  them 
and  local  physicians  who  are  seeking  associates  or 
aides.  Complimentary  ads  have  been  placed  in  the 
Delaware  Medical  Journal  for  doctors  seeking  local 
opportunities.  The  office  requests  that  doctors  who 
are  seeking  associates  so  inform  it. 

David  A.  Levitsky,  M.D. 

Secretary 

REPORT  OF  THE  TREASURER 

f\ 

Despite  attempts  at  maintaining  a balanced  budget  u 
through  limitation  of  expenditures  and  increasing  So-  or 
ciety  income  through  a dues  increase,  the  Treasurer  o; 
projects  a budget  deficit  of  approximately  $2,000.00 
for  fiscal  year  1975-1976. 

wj  n 

This  has  occurred  because  of  a marked  increase  in  , 
office  operating  expenditures  as  well  as  an  increase  in  T 
travel  expenditures  for  delegates  and  a concomitant  ?]i 
decrease  in  interest  received  by  the  Society  from  the  , 
previous  yearly  average  of  11%  to  approximately  flt 
5.5%.  The  increase  in  operating  expenses  while  par-  Jri 
tially  accounted  for  in  the  budget  did  not  anticipate 
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MEDICAL  SOCIETY  OF  DELAWARE 
STOCK  PORTFOLIO 
JUNE  30,  1976 


YieM 


Unit 

Market 

Cost 

Market 

Income 

Total 

on 

Percent 

Quan. 

Security 

Cost 

Cost 

Price 

Pr.  Index 

Value 

Rate 

Income 

Market 

Portfolio 

200 

Bodin  Apparel,  Inc. 

1,485.00 

7.43 

6-% 

82 

1,225 

— 

— 

— 

3.3 

100 

Carrier  Corp. 

1,739.38 

17.39 

17-/s 

98 

1,713 

.52 

52 

3.3 

4.6 

150 

Certain- teed  Corp. 

3,330.56 

22.20 

18-% 

83 

2,775 

.65 

98 

3.5 

7.4 

300 

Gino’s,  Inc. 

3,188.50 

10.63 

11-% 

108 

3,450 

— 

— 

— 

9.2 

307 

Marriott  Corp. 

4,849.36 

15.80 

18-% 

117 

5,680 

— 

— 

— 

15.2 

200 

Tenneco,  Inc. 

5,039.36 

25.20 

31-% 

126 

6,375 

1.72 

344 

5.4 

17.0 

1,300 

Tenneco  Offshore 

10,938.00 

8.41 

9 

107 

11,700 

— 

— 

— 

31.3 

300 

Western  Co.  of  N.A. 

4,488.84 

14.96 

12-3% 

85 

3,825 

1.00 

300 

7.8 

10.2 

100 

White  Motor 

817.50 

8.18 

*-% 

64 

525 

— 

— 

— 

1.4 

35,876.50 

37,268 

794 

99.6 

Cash 

131.07 

131 

.4 

TOTAL 

36,007.57 

37,399 

794 

100.0 

UNIT  COMPUTATION 


1 Cost  Basis  8/28/74  $25,172.13 

Units  at  10.00  2,517 

[Market  Value  8/28/74  $25,067.00 

Unit  Value  9.96 

Market  Value  12/31/74  $24,996.27 

1-4-  2,517  = Unit  Value  9.93 


[Market  Value  3/31/75  $32,733.12 

-4-  2,517  = Unit  Value  13.00 

Market  Value  6/30/75  $38,762.00 

H-  2,517  = Unit  Value  15.40 


Addition  of  10  Eastman  Kodak  $ 1,033.00 

-4-  15.40  + 67  Units  = 2,584  Units 

Market  Value  9/30/75  $33,560.00 

-(-  2,584  = Unit  Value  12.99 

Market  Value  12/31/75  $34,789.16 

-4-  2,5  84  Units  = Unit  Value  13.46 

Market  Value  3/31/76  $37,846.00 

-4-  2,584  Units  = Unit  Value  14.65 

Market  Value  6/30/76  $37,399.00 

-4-  2,584  = Unit  Value  14.47 


PERFORMANCE  MONITOR 


Dow  Jones  Industrial  Average 
Unit  Value 


Cumulative 

6/30/76  8/28/74  % Change 

1,002.79  666.61  +50.4 

14.47  9.96  +45.3 


Year  to  Date 
12/31/75  % Change 

852.41  +17.8 

13.46  + 7.6 


[the  marked  increase  in  volume  and  cost  for  items  such 
as  postage,  telephone,  and  xerox  charges.  In  an  effort 
jto  partially  offset  this,  the  Treasurer  has  transferred 
funds  from  previous  investments  in  Treasury  Bonds 
eto  a secured  savings  account  giving  6.75%  interest. 

j Current  projections  on  the  market  from  our  in- 
vestment portfolio  managers  (Brittingham,  Inc.)  are 
! for  an  increase  in  stock  prices  for  the  near  term  after 
which  a reassessment  of  the  portfolio  in  light  of  the 
• market  will  be  undertaken.  Our  prime  objective  is 
for  conservation  of  the  52%  growth  increase  of  the 
portfolio  in  the  past  two  years.  Thus,  if  the  market 
h turns  downward  we  are  committed  to  either  selling 
Dut  and  placing  the  funds  in  interest-bearing  notes 
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or  to  reinvesting  in  high-grade  defensive  stock  posi- 
tions where  the  downside  risk  will  be  minimal  and 
the  dividend  income  increased. 

MEDICAL  SOCIETY  OF  DELAWARE 
INTERIM  TREASURER’S  REPORT 
September  21,  1976 

Balance 

December  31,  1975  $ 5,930.93 

Delaware  Trust  Company 
Receipts 

Medical  Legal  Panel  Filing  Fee  $ 25.00 
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Dues 

90,528.35 

Disbursements 

Income  from  Investments  and 

1976 

'O 

O 

Nl 

O 

© 

o 

Interest  

4,836.53 

Delaware 

*1976 

$ 

1,500.00  $ 

92,250.00 

Addressograph  

257.76 

AMA  Dues 

1976 

$ 

4,436.00 

Blue  Cross-Blue  Shield  Negotiating 

Medical 

*1976 

$ 

60.00 

Expense 

4,457.00 

Journal 

*’*1975 

$ 

3,345.00 

7,841.00 

Scholarship 

1976 

$ 

o 

© 

<N 

<N 

TOTAL  RECEIPTS 

$ 100,104.64 

Fund 

*1976 

$ 

30.00 

Disbursements 
Office  Personnel 
Employee  Benefits 


Salaries  

41,840.65 

Employer  Taxes  

3,178.54 

Hospitalization  

1,914.80 

Office  Operation 
Contribution  to  the  Academy 

$ 

5,526.16 

Printing,  Postage,  Stationery, 

Telephone,  Supplier  

8,794.16 

Audit  

— 

Insurance  and  Contracts — Xerox 

2,935.49 

Storage  

90.00 

Typewriter  

704.00 

Miscellaneous  

116.58 

Travel 

AMA  Delegate  and  Contingency 

$ 

4,883.12 

Subscriptions,  Contributions  and 
Dues  

$ 

1,447.87 

Legal  Counsel 

$ 

4,500.50 

Public  Relations 

Ned  Davis  Associates  

$ 

4,181.58 

Committees  and  Contingency  Fund 

$ 

2,212.15 

TOTAL  DISBURSEMENTS 

$ 

82,325.60 

Special  Funds 
Medical  Benevolence 

Fund  

Medical  Legal  Defense 
Fund 

Scholarship  Fund 


$ 596.65 


$ 544.00 
$2,927.50 


Kent  County 
Sussex  County 


DELPAC 


=:=:'  1975  $ 
**1976  $ 
*-*1976  $ 
*1976  $ 
**1975  $ 
1976  $ 
*1976  $ 


2,672.50 

993.90 

640.69 

60.00 

30.00 

1,920.00 

120.00 


Blood  Bank 

Roster  

Annual  Meeting  

Medical  Renevolence  Fund 
Medical  Legal  Defense  Fund 


4,927.50 

993.90 


730.69 

2,040.00 

643.00 

522.05 

471.65 

544.00 


ESCROW  FUNDS 


TOTAL  DISBURSEMENTS  $ 110,963.79 

Reimbursable  Expense  $ 773.93 

Balance 

September  21,  1976  $ 4,227.72 

Delaware  Trust  Company 

*1976  funds  deposited  in  1975 
**1975  escrow  funds  not  transferred  until  1976 
***1976  expenses  for  1976  Judicial  Opinions 

Note:  $2,000.00  has  been  awarded  in  scholarships  in 
1976. 

Peter  R.  Coggins,  M.D. 

T reasurer 

REPORT  OF  THE  BOARD  OF  TRUSTEES 

During  the  current  administrative  year  of  the 
Medical  Society  of  Delaware  the  Board  of  Trustees 
has  met  eleven  times  (monthly  except  for  July) , in 
sessions  of  four  hours  in  length  or  more. 


Receipts 

AMA  Dues  $ 90,750.00 

Delaware  Medical  Journal  4,436.00 

Scholarships  2,225.00 

Kent  County  Dues  1,080.00 

Sussex  County  Dues  760.00 

DELPAC  1,920.00 

Blood  Bank  650.00 

Roster  — 

Annual  Meeting — Grants  2,700.00 

Exhibits  3,125.00 

Grants — Diamond  State  Distaff, 

Aging  Seminar  200.00 

Medical  Benevolence  Fund  471.65 

Medical  Legal  Defense  Fund  544.00 


TOTAL  RECEIPTS  $ 108,861.65 

Reimbursed  Expense  1,870.89 


Three  recurring  matters  occupied  more  of  the 
Board’s  time  and  attention  than  any  others:  malprac- 
tice legislation,  a new  Medical  Practices  Act,  and 
contract  negotiations  with  Blue  Cross-Blue  Shield  of 
Delaware,  Inc. 

In  October  1975  at  the  request  of  Governor  Sher- 
man Tribbitt  a piece  of  compromise  liability  legisla-  i 
tion  was  developed  by  the  Medical  Society  of  Dela- 
ware, the  Association  of  Delaware  Hospitals,  and 
representatives  of  the  insurance  industry.  This  was 
presented  to  the  Governor  on  October  20th  and  was 
never  heard  from  again. 

In  December  when  several  hospitals  were  notified  | 
that  their  liability  insurance  would  not  be  renewed, 
impetus  was  given  to  enactment  of  malpractice  legis- 
lation. The  Governor  subsequently  appointed  a blue-  ! 
ribbon  commission  to  develop  legislation  acceptable 
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to  the  public,  the  legal  and  medical  professions,  and 
the  insurance  industry.  As  a result  of  the  many  in- 
i terests  represented  on  the  Commission  the  medical 
' profession  did  not  achieve  all  its  desired  goals.  When 
the  final  bill  was  enacted  in  April,  1976,  the  Board 
i took  a position  of  support  if  amended  by  certain  sug- 
gested amendments,  largely  because  it  was  felt  that 
the  bill  would  do  little  if  anything  to  control  the  cost 
of  malpractice  litigation  and  that  to  support  the  bill 
would  imply  sanction  of  its  approach  to  solving 
the  malpractice  problem. 

j Development  of  a revised  Medical  Practices  Act 
! was  less  stormy.  Using  S.B.  8 1 as  a guide,  the  Board 
with  the  help  of  the  Public  Laws  Committee  and  the 
! Mental  Health,  Alcoholism,  and  Drug  Abuse  Com- 
mittee made  certain  revisions  which  would  restore 
gubernatorial  appointment  of  the  Board  of  Medical 
Practice  and  enact  a strong  disabled  physician  section. 

' The  bill  was  passed  with  minor  amendments  and 
signed  by  Governor  Tribbitt  on  June  14,  1976.  The 
new  Board  has  already  been  appointed  by  the  Gover- 
; nor  largely  from  a list  submitted  by  the  Medical  So- 
il ciety  of  Delaware. 

Appointed  members  nominated  by  the  Society  are: 

James  Beebe,  Jr.,  M.D. 

O.  Keith  Hamilton,  M.D. 


David  A.  Levitsky,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Allston  J.  Morris,  M.D. 

David  Platt,  M.D. 

Carl  G.  Pierce,  Jr.,  M.D. 

Charles  S.  Riegel,  M.D. 

Jack  Gelb,  M.D. 

Contract  negotiations  with  Blue  Cross-  Blue  Shield 
have  been  up-  and  downhill.  Seeming  progress  made 
with  Mr.  James  Hudiburg  dissolved  when  it  was  dis- 
covered in  December  that  he  had  been  making  uni- 
lateral agreements  without  top  management  approval. 
A fresh  start  was  attempted  with  a new  Blue  Shield 
line-up,  but  at  the  April  meeting  the  Board  of  Trus- 
tees voted  to  suspend  negotiations  for  lack  of  a seri- 
ous approach  on  the  part  of  Blue  Cross-Blue  Shield. 
A bill  submitted  around  the  first  of  the  year  by  the 
Medical  Society  of  Delaware  for  legal  expenses  and 
physician  time  spent  in  negotiations  prior  to  Mr.  Hu- 
diburg’s  departure  was  eventually  paid  by  Blue  Shield 
in  May  in  the  amount  of  $4,457.00. 

A desire  by  the  medical  leadership  to  exert  some 
restraint  on  the  cost  of  medical  care  and  by  Blue 
Shield  to  stay  solvent  resulted  in  overtures  to  reopen 
negotiations.  Doctor  Calvin  B.  Hearne  and  Mr. 
William  Flaherty  of  Blue  Cross-  Blue  Shield  of  Dela- 
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ware,  Inc.  engaged  in  conversations  to  gauge  the  pos- 
sibility of  a successful  conclusion  to  a new  negoti- 
ating attempt.  In  August  the  Board  approved  re- 
newal of  negotiations. 

The  Board  reviewed  reports  of  all  committee  meet- 
ings during  the  year.  Of  note  were  the  reports  of 
the  Public  Laws  Committee’s  recommendations  on 
approximately  100  bills.  On  the  basis  of  these  reports 
the  Board  adopted  legislative  positions  on  these  bills, 
which  were  transmitted  to  individual  legislators  and 
to  the  Society’s  public  relations  consultant.  In  addi- 
tion to  the  already  described  enactment  of  the  Medi- 
cal Practices  Act  and  liability  legislation,  successful 
amendment  of  a proposed  generic  prescribing  bill  is 
noteworthy.  The  amendment  retained  for  the  phy- 
sician the  right  to  decide  whether  a prescription 
should  be  dispensed  as  written  or  a substitution  per- 
mitted. 

During  the  course  of  the  year  the  Board  approved 
the  following: 

1.  Appointment  of  Doctor  Robert  Abel  as  the 
new  DELPAC  Chairman 

2.  Continued  retention  of  Brittingham,  Inc.  as 
the  Society’s  financial  advisor 

3.  Selection  of  Richard  Baumeister,  Esquire  as 
the  Society’s  legal  advisor 

4.  Continuing  Education  as  a prerequisite  for  So- 
ciety membership 

5.  Renovation  of  the  Society  offices  and  a cam- 
paign to  solicit  funds  from  the  members  there- 
for 

6.  Support  of  the  swine  flu  immunization  pro- 
gram 

7.  A contribution  to  cover  mailing  costs  for  dis- 
tribution of  a new  State  Laboratory  Manual 

8.  Memorial  gifts  for  both  John  A.  Geissinger, 
M.D.  and  Marjorie  J.  McKusick,  M.D. 

9.  Selection  of  advisors  from  the  various  special- 
ties by  Blue  Shield  for  assistance  in  handling 
claims 

10.  A recommendation  for  promoting  legislation 
to  provide  for  "no  smoking”  areas  in  public 
places 

11.  Recognition  of  Society  members  who  gradu- 
ated 5 0 or  more  years  ago  from  medical  school, 
to  be  held  in  conjunction  with  the  Annual 
Meeting 

12.  Co-sponsorship  with  the  medical  societies  of  the 
other  13  original  colonies  of  a bicentennial 
celebration  at  the  American  Medical  Associa- 
tion meeting  in  Philadelphia  on  December  6, 
1976 

13.  Determination  of  interest  among  the  District 
of  Columbia,  Maryland,  Virginia,  and  West 
Virginia  medical  societies  for  formation  of  a 
coalition  to  achieve  greater  effectiveness  at 
American  Medical  Association  meetings 

14.  A revision  of  the  medico-legal  panel  produced 


by  the  joint  efforts  of  the  Delaware  Bar  Associ-  ' 
ation  and  the  Medical  Society  of  Delaware  as  i 
a stand-by  in  case  the  malpractice  legislation  i 
panel  is  declared  unconstitutional 

The  Board  opposed  the  following: 

1.  Expansion  of  the  definition  of  professional  nurs-  i 
ing  to  include  therapeutic  intervention  and 
similar  acts  deemed  to  cross  over  into  the  prac- 
tice of  medicine 

2.  Dumping  "of  Philadelphia’s  raw  sewage  into  the 
Delaware  River 

3.  A state-run  catastrophic  health  insurance  plan 

4.  Chiropractic  coverage  for  state  employees 

5.  Use  of  Social  Security  numbers  as  an  identifier 
for  PSRO 

Guests  invited  to  attend  Board  meetings  on  some 
particular  cause  or  another  during  the  year  included 
Edward  F.  Gliwa,  M.D.,  William  F.  Rath,  M.D.,  Mr. 
Richard  West  of  Brittingham,  Inc.,  Mr.  William  : 
Flaherty,  Ms.  Fannie  Nathans,  Mr.  Richard  Carter  of  ! 
Blue  Cross-Blue  Shield  of  Delaware,  Inc.,  Secretary 
Earl  McGinnes  of  the  Department  of  Health  and 
Social  Services,  Martin  Gibbs,  M.D.,  Robert  Meckeln- 
burg,  M.D.,  and  Ms.  Ida  Kosciesza  and  Mr.  John  Fel- 
ton of  the  News  Journal  Company.  Mrs.  Leslie  M. 
Dobson  as  President  of  the  Medical  Society  of  Dela- 
ware Auxiliary  was  invited  to  all  meetings. 

The  Board  endorsed  the  following  American  Medi- 
cal Association  statement  as  a guideline  for  physicians 
to  follow. 

PAYMENT  OF  PHYSICIAN  FOR  SERVICES 
PERFORMED  BY  INTERN  UNDER  HIS 
DIRECTION  OR  SUPERVISION 

When  a physician  assumes  responsibility  for  the 
services  rendered  to  a patient  by  a resident  or  an 
intern,  the  physician  may  ethically  bill  the  patient 
for  services  which  were  performed  under  the  phy- 
sician’s personal  observation,  direction  and  super- 
vision. 

Many  other  items  of  business  occupied  the  Board’s 
attention  during  the  past  year.  The  Society  mem- 
bership should  be  well  pleased  at  the  responsible  way 
in  which  the  business  of  organized  medicine  has  been 
transacted  by  the  present  Board.  Full  minutes  are 
available  in  the  Society  office  for  those  wishing  more 
detailed  information. 

Anne  Shane  Bader 
Executive  Director 

MEDICAL  SOCIETY  OF  DELAWARE  AUXILIARY 

Our  Heritage,  this  Celebration,  and  our  Horizon 
make  me  aware  of  the  privilege  and  honor  to  have 
served  as  President  of  the  First  State  in  the  Union, 
the  Diamond  State,  this  Bicentennial  year!  Realizing 
the  countless  numbers  of  persons  who  gave  of  their 
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proving  the  Quality  of  Life  for  All.”  It  seems  ap- 
time  and  talents,  we  feel  proud  of  our  theme,  "Im- 
j propriate  to  stop,  look,  listen,  and  appreciate  the 
| numerous  advances  for  the  world  in  Health  Education 
and  Medical  Care — and  so — we  asked  Mrs.  William 
Reardon,  National  Chairman  of  AM A-ERF,  to  be  our 
!■  speaker  at  our  Annual  Meeting  and  Bicentennial  Cele- 
| bration  in  Dover  May  5,  1976. 

All  counties  are  enthused  and  have  always  sup- 
ported AMA-ERF  with  time,  talents,  and  fund  raisers 
; — 'plant  sales,  fashion  shows,  special  events,  recipe 
auctions,  and  arts  and  crafts.  Each  county  chairman 
' sent  a personal  letter  to  each  physician  asking  for  his 
| financial  support.  We  sent  $5,578.10  to  National 
i AMA-ERF.  The  national  amount  of  funds  presented 
: to  the  AMA  was  almost  \-l/z  million  dollars. 

A special  Doctor  Sylvester  Rennie  Nursing  Scholar- 
! ship  is  given  by  the  New  Castle  County  Auxiliary 
! annually;  but  all  counties  pool  their  funds,  and  con- 
| tributions  are  made  to  several  schools  for  nursing 
| students  and  also  other  health  careers.  This  year  $600 
j was  sent  to  each  of  the  following:  Wilmington  School 
I of  Nursing,  Wesley  College,  and  Beebe  Hospital 
School  of  Nursing. 

! Health  Education  as  taught  in  schools  is  of  na- 
1 tional  concern;  we  are  working  to  improve  selection 
i for  qualified  teachers  in  health  courses. 

Community,  Family,  Mental,  and  International 
Health  are  of  concern,  and  we  promote  involvement 
'i  by  radio,  T.V.,  posters,  county  meeting  programs, 
workshops,  and  active  volunteer  work  with  other 
i organizations.  Immunization  has  again  been  empha- 
j sized  (through  schools,  teachers,  mothers  of  pre- 
' !i  school  children)  with  improved  results. 

The  Visual  Screening  Bureau  continues  to  expand; 
we  will  comply  with  more  volunteers,  a worthwhile 
involvement.  The  Health  Education  statewide  Can- 
f cer  Network  started  last  year  has  examined  their 

i { quota  of  10,000  patients  and  will  continue  to  follow- 

up these  patients  annually  for  five  years.  New  Castle 
r!  members  deserve  much  credit  for  their  volunteer 
I s help  in  this  preventative  and  early  diagnosis  program. 

Membership  (291  - 12  Associate  - 3 Honorary) 
jf  and  Communication  continue  "PAL”  (Personal  Aux- 
(j  iliary  Link),  which  welcomes  and  makes  new  mem- 
i!  bers  feel  needed.  A letter  of  welcome  and  informa- 
c'j  tion  is  sent  by  the  State  President  to  each  new  phy- 
jj  sician’s  wife  coming  to  Delaware — with  a "Join  us; 
i we  can  do  more  together”  theme.  This  idea  has  been 

ii  sent  to  Project  Bank. 

Our  Legislation  chairman  sent  each  member  a cover 
i letter,  information,  names,  addresses,  etc.  of  county, 
l state  and  national  legislators.  Our  "Legs  Line”  is 
ready!  We  were  called  upon  several  times  and  have 
attended  the  Legislature  frequently. 
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Project  Bank,  our  exciting  new  direct  source  of 
program  information  to  and  from  National,  is  off  to 
a good  start.  We  have  "deposited”  some  ideas:  Can- 
cer Breast  Screening,  several  fund  raisers,  eye  glass 
collection  for  International  Health,  and  other  ideas. 

Aside  from  National  and  State  Priority  Programs 
I would  be  remiss  not  to  credit  the  members  who 
volunteer  in  their  local  community.  They  are  a 
catalyst  thus  aiding  other  groups  with  understanding 
and  friendship  for  the  medical  profession. 

Meetings — AMA,  Leadership  Conference,  Eastern 
Conference,  and  State  Presidents  Meetings — were  in- 
deed stimulating  and  informative.  State  "Round 
Table — Round  Up  of  Ideas”  for  all  members,  Execu- 
tive Board  meetings,  County  meetings,  News  Letters, 
and  annual  Distaff  kept  us  informed  and  were  a 
"growing  experience.”  Attending  the  Trustees  Meet- 
ings of  the  Medical  Society  of  Delaware  was  a privi- 
lege— resulting  in  a personal  empathy  and  communi- 
cation with  each  other.  I also  attended  the  National 
AMA  Auxiliary  Convention  in  Dallas,  Texas  in  June. 

It  has  been  a good  year.  We  are  proud  of  all  in  so 
many  ways.  Keep  up  the  good  work;  for  "Auld  Lang 
Syne”  we  shall  continue  to  hold  the  torch  high  for 
another  200  years!! 

Margaret  L.  Dobson 
President 
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P.S.  Thank  you,  President  Doctor  Calvin  Hearne. 
Your  expression  of  awareness  and  appreciation  of  our 
activities  on  your  President’s  Page  of  the  Delaware 
Medical  Journal  is  a real  morale  boost  for  us  all!  We 
shall  continue  to  help  the  Medical  Society  of  Dela- 
ware in  any  way  we  can  and  again  our  thanks  for 
the  recognition  of  our  members’  endeavors  and  sup- 
port. 

REPORT  OF  THE  AMA  DELEGATE 

1975  CLINICAL  CONVENTION 

The  House  of  Delegates  of  the  American  Medical 
Association  acted  on  a number  of  items  at  its  Clinical 
Convention  held  in  Honolulu,  Hawaii,  November  30- 
December  3,  1975. 

Some  of  the  more  important  actions  taken  are 
as  follows: 

1.  Urged  that  the  passage  of  the  American  Medi- 
cal Association  amendments  to  PSRO  be  vigor- 
ously pursued  and  that  the  active  support  of 
state  medical  associations  in  this  campaign 
be  solicited. 

2.  Restated  its  support  for  the  creation  of  a 
cabinet-level  Department  of  Health  headed  by 
a physician. 

3.  Urged  state  medical  societies  to  urge  their  re- 
spective legislatures  to  adopt  the  American 
Medical  Association- developed  model  bill 
known  as  the  "Disabled  Physician  Act.” 

4.  Supported  the  principle  of  evaluating  members 
of  hospital  medical  staffs  on  a periodic  basis. 

5.  Urged  immediate  and  vigorous  steps  to  have 
changed  the  method  of  calculation  of  "aver- 
age earnings”  used  in  the  determination  of 
Social  Security  benefits  for  physicians,  to  the 
end  that  "average  earnings”  be  only  the  av- 
erage for  those  years  since  1965  when  it  first 
became  mandatory  for  physicians  to  contribute 
to  Social  Security;  if  this  cannot  be  achieved 
through  administrative  action  within  the  So- 
cial Security,  the  Department  of  Health,  Edu- 
cation and  Welfare,  then  appropriate  correc- 
tive legislation  should  be  introduced. 

1976  ANNUAL  CONVENTION 

Sensing  the  increasing  possibility  of  government 
intervention,  the  delegates  at  the  125th  Annual  Con- 
vention of  the  American  Medical  Association  in 
Dallas,  Texas  moved  to  recommend  exploration  of 
opportunities  to  coordinate  and  cooperate  with  the 
domestic  and  international  scientific  policies  of  na- 
tional medical  specialty  societies,  voluntary  health 
agencies,  other  professional  health  organizations,  and 
government  agencies  as  well  as  the  promotion  of 
assistance  and  cooperation  between  the  national,  state, 
and  component  levels  of  their  own  organization. 
They  also  recommended  a continuing  investigation  of 
the  social  and  economic  factors  influencing  the  prac- 
tice of  medicine,  the  results  of  this  investigation  to 
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be  used  in  deciding  future  policy  positions.  The 
most  important  issue  facing  the  Convention  was  a 
need  for  a coordinated  and  informed  approach  to  the 
future  of  the  medical  profession. 

Present  at  the ’Convention  to  represent  the  Medical 
Society  of  Delaware  were  its  President,  Calvin  B. 
Hearne,  M.D.;  Past  President  and  Alternate  Dele- 
gate, Joseph  E.  Belgrade,  M.D. ; President  Elect,  C. 
Edward  Graybeal,  M.D. ; Delegate,  Rhoslyn  J.  Bis- 
hoff,  M.D.;  and  .Executive  Director,  Ms.  Anne  Shane 
Bader.  They*  were  given  assignments  to  attend  rep- 
resentative committee  meetings.  This  was  considered 
the  most  effective  method  for  a small  state  to  cover 
an  entire  convention. 

These  representatives  received  requests  to  formu- 
late a coalition  of  states  for  political  function  on 
matters  of  medicine  within  the  Association.  The 
coalition  proposed  consisted  of  the  Delaware,  West 
Virginia,  Virginia,  Maryland,  and  Washington,  D.C., 
medical  societies,  and  possibly  Pennsylvania  and  New 
Jersey.  Reaction  was  generally  favorable,  but  with 
the  opinion  that  Delaware  could  take  the  lead  in 
formulating  such  a coalition. 

The  summary  below  is  brief,  but  points  out  the 
positive  actions  taken  by  the  House  of  Delegate  at 
its  Annual  Convention  in  Dallas. 


Urged  all  peer  review  committees  to  make 
every  effort  to  correct,  or  refer  to  the  appropri- 
ate disciplinary  bodies,  any  physicians  who  do 
not  meet  accepted  standards  of  professional 
conduct,  including  ethical  behavior,  or  of  pro- 
fessional performance 

Recommended  that  the  American  Medical  As- 
sociation continue  to  emphasize  usual  and 
customary  or  reasonable  charges  as  the  basis 
for  physician  payment; 

Recommended  that  physicians,  especially  those 
who  are  underpaid,  should  bill  their  appropri- 
ate fees  for  services,  even  if  payors  reduce  the 
amount  of  payment; 

Directed  that  the  American  Medical  Associa- 
tion redouble  its  efforts  to  seek  amendment  of 
the  Medicare  law  as  it  pertains  to  reimburse- 
ment for  physician  services  and  recission  of 
the  "economic  index”  regulations,  using  all 
available  legal  means. 

Requested  that  the  Department  of  Health, 
Education  and  Welfare  publish  the  results  of 
its  multiple  experiments  on  health  care  delivery 
systems  together  with  the  study  design  for  each 
experiment,  facts  concerning  the  cost  and  fi- 
nancing of  each  experiment,  the  conclusions 
drawn  by  the  experimenters,  and  the  official  re- 
action of  HEW  after  reviewing  the  evidence 
produced  by  the  experiments;  and  further 
that  State  and  component  societies  be  urged 
to  identify  to  the  American  Medical  Associa- 
tion specific  experimental  programs  in  their 
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geographic  areas  on  which  reports  of  results 
should  be  requested  from  the  Department  of 
Health,  Education  and  Welfare,  or  other  ap- 
propriate federal  agencies. 

4.  Reaffirmed  its  position  of  support  for  patient 
protection  against  detailed  demands  for  con- 
fidential medical  data  by  development  of  a 
model  medical  information  release  form. 

5.  Strongly  opposed  the  use  of  any  system  of 
universal  identifiers  including  the  Social  Se- 
curity number. 

6.  Objected  to  modification  of  procedural  de- 
scriptions by  third  party  employees  without 
appropriate  medical  consultation. 

7.  Urged  that  state  medical  societies  oppose  any 
legislation  or  administrative  attempt  to  give 
optometrists  a license  to  prescribe  or  apply 
medications  or  to  diagnose  disease  or  injury  or 
to  diagnose  the  absence  of  disease  or  injury. 

8.  Endorsed  the  principle  that  correctional  facili- 
ties provide  adequate  medical  care  to  their  in- 
mates which  is  subject  to  physician  peer  re- 
view in  each  community. 

9.  Recommended  to  constituent  societies  that 
mechanisms  be  developed  to  assist  interns  and 
residents  in  the  formation  of  committee  struc- 
tures relating  to  organized  medicine  at  the 
local  hospital  level. 

10.  Encouraged  all  physicians,  their  families  and 


their  patients  to  actively  oppose  TV  programs 
containing  violence,  as  well  as  products  and/or 
services  sponsoring  such  programs. 

The  following  were  the  election  results  at  the  1976 
Annual  Convention: 

OFFICERS 

President  Elect — John  H.  Budd,  M.D. 

Vice  President — Francis  T.  Holland,  M.D. 

Speaker — Tom  E.  Nesbitt,  M.D. 

Vice  Speaker — William  Y.  Rial,  M.D. 

TRUSTEES 

John  J.  Coury,  M.D. 

Frank  J.  Jirka,  Jr.,  M.D. 

Hubert  A.  Ritter,  M.D. 

Lowell  H.  Steen,  M.D. 

COUNCIL  ON  CONSTITUTION 
AND  BY-LAWS 

Ralph  M.  Milliken,  M.D. 

Emanuel  M.  Satulsky,  M.D. 

Carroll  L.  Witten,  M.D. 

COUNCIL  ON  MEDICAL  EDUCATION 

Richard  G.  Connar,  M.D. 

M.  T.  Jenkins,  M.D. 

Bernard  J.  Pisani,  M.D. 

Joseph  M.  White,  M.D. 


Investment  Management 
to  meet 

Investment  Objectives 


Contact: 

Richard  W.  West,  C.F.A. 


Britt ingham,  Inc. 

o80{»  IvKNNKTT  pike 
Centerville 

Wilmington,  Delaware  19807 
arka  ao2  ono-Hir:i 


MEMBER  OF  INKW  YORK  STOCK  EXCHANGE 
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MEDICAL  PLACEMENT 
SERVICE 

• MEDICAL  PERSONNEL 

permanent  and  temporary 

• PRIVATE  DUTY  PERSONNEL 

for  home,  nursing  home,  hospital 

• PHYSICIAN  RECRUITMENT  AND 
PLACEMENT 

nationwide  service 

24  HOUR  AVAILABILITY 
658-8995  655-0828 

daily  after  5 and  weekends 

1 004  W.  24th  Street 
Wilmington,  Delaware  19802 


COUNCIL  ON  MEDICAL  SERVICE 

C.  Willard  Camalier,  Jr.,  M.D. 

John  Glasson,  M.D. 

Robert  E.  McCurdy,  M.D. 

John  G.  Morrison,  M.D. 

A.  Roy  Tyrer,  M.D. 

COUNCIL  ON  SCIENTIFIC  AFFAIRS 

George  E.  Burch,  M.D. 

Donald  'L.  Cooper,  M.D. 

William  D.  Dolan,  M.D. 

Stanley  J.  Dudrick,  M.D. 

Ray  W.  Gifford,  Jr.,  M.D. 

S.  Richardson  Hill,  M.D. 

William  L.  Roper,  M.D. 

Richard  T.  F.  Schmidt,  M.D. 

Rogers  J.  Smith,  M.D. 

James  B.  Snow,  Jr.,  M.D. 

C.  John  Tupper,  M.D. 

JUDICIAL  COUNCIL 
Henry  I.  Fineberg,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Delegate 

REPORT  OF  THE  REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

In  my  last  year’s  report,  I mentioned  the  possibility 


of  building  an  addition  on  the  Academy  of  Medicine  ; 

Building  to  provide  more  office  space  for  the  Medical  j 

Society  of  Delaware  and  others.  Because  of  financial 
reasons  this  idea  did  not  materialize;  however,  the 
Academy  did  recognize  the  space  needs  of  the  Society 
and  agreed  to  allow  them  to  use  the  Board  Room  on 
the  first  floor  as  full-time  office  space. 

The  Public  Health  Forums  involving  the  voluntary 
health  agencies  presented  excellent  programs  but  ex- 
perienced a. lack  of  adequate  attendance.  It  was  de- 
cided to  continue  these  forums  for  another  year. 

The  Student  Financial  Aid  Committee  approved  3 8 
loans  totaling  $37,550.  Including  this  year’s  loans, 

$3  50,000  has  been  loaned  out  throughout  the  15 
years  of  this  program. 

Continuously  increasing  operating  costs  are  making 
heavy  demands  on  the  financial  structure  of  the 
Academy.  The  hardest  hit  is  the  Library,  which  is 
one  of  the  major  interests  and  objectives  in  the  found- 
ing of  the  Academy. 

The  Academy  Library  is  the  largest  medical  library 
in  the  State  of  Delaware.  The  collection  consists  of 
more  than  2,000  textbooks,  and  there  are  nearly  250 
periodicals  on  file  that  are  bound  and  kept  for  refer-  i 
ence.  The  total  holdings  of  the  Academy  of  Medicine 
Library  are  in  excess  of  10,000  volumes.  It  has  been 
the  policy  of  the  Academy  not  to  discard  any  major 
periodicals.  Therefore,  in  the  stacks  of  the  Academy 
there  may  be  found  many  journals  dating  back  to  the 
turn  of  the  century.  Over  the  years  this  has  proven 
to  be  a significant  assistance  to  the  community  in 
that  hospital  libraries,  because  of  space  limitations, 
discard  most  of  their  holdings  after  five  and,  at  the 
most,  ten  years. 

A review  of  the  log  maintained  in  the  Reading  ; 
Room  at  the  Academy  indicates  that  the  majority 
of  on-site  users  are  House  Staff  from  the  Wilming- 
ton Medical  Center,  students  from  nursing  schools,  I 

students  from  the  University  of  Delaware,  and  the  | 

general  public,.  Library  policy  states  that  only  mem- 
bers of  the  Academy  may  withdraw  materials.  The 
utilization  of  the  Reading  Room  reflects  that  policy 
in  that  physicians  do  not  head  the  list  of  the  Reading 
Room  users.  It  must  be  parenthetically  noted  that 
during  an  academic  year  at  least  10  to  15  persons 
use  the  library  in  a day,  and  on  occasions  the  Reading 
Room  is  filled  to  capacity. 

Because  of  financial  problems,  the  Academy  has 
been  unable  to  develop  and  continue  its  basic  goal  of 
development  of  the  library  to  its  full  extent.  The 
cost  of  the  medical  books  and  subscriptions  to  medi- 
cal periodicals  has,  in  some  instances,  more  than 
tripled.  In  the  April  1975  Bulletin  of  the  Medical 
Library  Association,  a very  academic  article  that  has 
researched  in  depth  the  subject  of  these  costs,  states 
that  in  the  ten-year  period,  from  1965  to  1975,  the 
average  book’s  cost  has  increased  in  excess  of  65%, 
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and  the  average  journal  subscription  cost  has  in- 
creased in  excess  of  200%.  In  1965,  the  average  cost 
per  book  was  $15,  and  in  1975  it  was  $23.30.  The 
average  cost  per  journal  subscription  in  1965  was 
$13.90  and  in  1975  was  $29.71. 

This  very  basic  reason  of  costs  prevented  the 
Academy  from  adding  new  periodicals  to  its  holdings, 
as  would  have  been  desirable.  Not  only  has  the 
Academy  not  been  able  to  add  new  journals,  but  it 
has  also  had  to  make  the  decision  to  begin  dropping 
some  journals  that  were  not  extensively  used.  This 
necessitated  trimming  its  periodical  list  from  250  to 
\ 190  currently  being  received.  In  addition,  further 

cut-backs  were  made  by  curtailing  the  hours  that  a 
librarian  is  available,  and  the  evening  hours  were 
totally  discontinued.  The  lack  of  the  full  services 
of  a librarian  has  also  impacted  greatly  on  the  Acad- 
emy because  of  theft  (or  perhaps,  absent-minded- 
ness). The  Academy  has  been  offered,  and  it  would 
be  very  desirable  to  have,  a computer  terminal  with 
access  to  the  National  Library  of  Medicine  (MED- 
S LINE).  However,  as  indicated,  the  cost  of  such 
routine  library  service  cannot  be  supported;  therefore, 
the  Academy  did  not  consider  the  establishment  of 
the  MED-LINE  system. 

The  Academy,  in  particular  the  Library,  deserves 
unqualified  support  of  all  practicing  physicians  and 
the  Medical  Society  of  Delaware.  Suitable  financial 
assistance  to  the  Academy  would  not  only  make  it 
possible  to  maintain  the  present  library  facilities  and 
services  but  could  also  expand  those  services  to  meet 
the  expectations  established  in  the  history  of  the 
I Academy  and  to  meet  ever  increasing  demands. 

Joseph  W.  Abbiss,  M.D. 

Representative 

REPORTS  OF  THE  STANDING  COMMITTEES 

BUDGET  COMMITTEE 

The  Budget  Committee  met  at  the  Delaware 
Academy  of  Medicine  on  August  30,  1976.  The 
! following  members  were  present:  Peter  R.  Coggins, 
M.D.,  Chairman,  Thomas  Brooks,  M.D.,  Conley  Ed- 
wards, M.D.,  Christos  S.  Papastavros,  M.D.,  and  Ms. 
Anne  Shane  Bader. 

The  1975-1976  Budget  was  reviewed  in  detail,  and 
it  was  projected  that  despite  a 1976  dues  increase,  a 
deficit  is  very  possible.  It  was  felt  that  this  would 
be  in  excess  of  $1,500. 

It  was  felt  that  the  deficit  in  part  was  due  to  a 
marked  increase  in  the  cost  of  office  operating  ex- 
penses of  a non-salary  nature  such  as  printing,  post- 
age, stationery,  telephone,  and  xerox  rental  as  well 
as  non-budgeted  items  such  as  a medical  benevolence 
fund  and  an  increase  in  travel  expenses  for  necessary 
delegates  to  various  official  American  Medical  Associa- 
tion meetings.  The  Society  was  fortunate  in  securing 
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a legal  counsel  fee  reimbursement  from  Blue  Cross- 
Blue  Shield  which  offset  negotiating  expenses  neces- 
sary for  the  Blue  Shield  contract  negotiations. 

A 1976-1977  proposed  budget  was  reviewed  in  de- 
tail, and  the  following  increases  in  operating  expenses 
were  recognized: 

1.  Increase  in  rental  fees  to  the  Academy  of  Medi- 
cine for  the  Medical  Society  of  Delaware  offices 
to  $8,2 00/year  from  $ 5,400/year. 

2.  Cost-of-living  wage  increase  of  7%  for  salaried 
employees  of  the  Society. 

3.  Projected  increase  of  approximately  15%  for 
office  operating  expense. 

In  an  effort  to  balance  the  budget,  the  Committee 
noted  that  there  was  no  expense  that  could  be  legiti- 
mately cut.  The  Society  has  obtained  an  advantageous 
rate  of  interest  on  its  deposits  with  First  Federal  Sav- 
ings, and  this  is  expected  to  produce  approximately 
$9,5  50  income. 

With  this  in  mind,  the  Committee  recommended 
a $20  increase  in  dues  which  would  thus  generate 
$100,800  in  dues  receipts,  coupled  with  $9,5  50  re- 
ceipts in  dividends  and  interest  giving  a total  receipt 
of  $110,3  50.  Budget  disbursements  with  the  antici- 
pated increases  noted  above  are  expected  to  run  $109,- 
795. 

The  Committee  also  recommended  that  in  the  fu- 
ture, the  alternate  for  the  American  Medical  Associa- 
tion delegate  be  the  President  or  President-Elect  thus 
limiting  expenses  in  this  area. 

(The  House  approved  addition  of  the  words  "at 
the  discretion  of  the  Board  of  Trustees”  to  the  re- 
port.) 

BUDGET  1976-1977 


Receipts 

Dues  $ 100,800 

Dividends  and  Interest  9,5  50 


TOTAL  RECEIPTS  $ 110,350 

Disbursements 
Office  Personnel 

Employee  Benefits  $ 3,300 

Salaries  57,659 

Employer  Taxes  3,374 

Hospitalization  2,400 

Office  Operation 

Contribution  to  the  Academy  $ 8,200 

Printing,  Postage,  Stationery, 

Telephone,  Supplies  10,948 

Audit  1,955 

Insurance  and  Contracts — Xerox  4,749 

Travel 

AMA  Delegate  and  Contingency  $ 5,000 

Subscriptions,  Contributions,  and  Dues  $ 650 
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Legal  Counsel  $ 2,000 

Public  Relations 

Ned  Davis  Associates  $ 6,000 

Committees  and  Contingency  Fund  $ 3,000 

Medical  Defense  Fund  $ 560 


TOTAL  DISBURSEMENTS  $ 109,795 

ESCROW  FUNDS 

Receipts 

Kent  County  $ 1,080 

Sussex  County  820 

AMA  Dues  92,250 

Scholarships  2,800 

DMJ  Subscriptions  5,600 

Annual  Meeting  6,000 


TOTAL  RECEIPTS  $ 108,550 

Disbursements 

Kent  County  $ 1,080 

Sussex  County  820 

AMA  Dues  92,250 

Scholarships  2,800 

DMJ  Subscriptions  5,600 

Annual  Meeting  6,000 

TOTAL  DISBURSEMENTS  $ 108,550 


Peter  R.  Coggins,  M.D. 

Chairman 

MEDICAL  ECONOMICS  COMMITTEE 

One  meeting  of  the  Medical  Economics  Committee 
has  been  held  since  the  last  Annual  Meeting.  At  that 
meeting  Mr.  Michael  Mandio  of  J.  A.  Montgomery, 
Inc.  reported  that  the  Medical  Society  of  Delaware 
Disability  Income  Program  will  be  liberalized  in  the 
following  manner  without  any  additional  premium 
charge: 

1.  Under  the  Lifetime-65  program  the  "His  Oc- 
cupation” definition  will  be  extended  from  the 
present  five  years  for  accident  and  seven  years 
for  sickness  to  ten  years  for  both  accident  and 
sickness. 

2.  Under  the  Lifetime-7  program  the  "His  Oc- 
cupation” definition  will  be  extended  from  the 
present  five  years  for  accident  to  seven  years 
for  accident  thereby  having  "His  Occupation” 
coverage  for  seven  years  for  both  accident  and 
sickness. 

3.  A Rehabilitation  Rider  will  be  made  available 
to  all  insureds  regardless  of  plan  of  coverage. 

Disability  income  of  $500  a week  will  be  made 
available. 

Mr.  Mandio  stated  that  the  changes  are  very  bene- 
ficial ones  for  the  program  participants  and  that  they 
result  from  good  experience  for  the  program.  Letters 
will  be  mailed  to  all  Society  members  to  inform  them 
of  the  changes. 


It  was  noted  that  even  though  the  Medical  Society 
of  Delaware  no  longer  endorses  PRO  as  the  Society’s 
official  Keogh  Plan  the  name  of  the  plan  remains 
PRO  Fund,  the  Retirement  Program  for  the  Medical 
Society  of  Delaware.  It  is  necessary  fan  Mr.  James 
Castle  to  contact  PRO  Fund  participants  to  notify 
them  of  the  changes  required  in  the  Master  Plan  by 
federal  law,  and  the  Society  must  likewise  send  a let- 
ter to  PRO  stating  our  approval  for  the  changes 
required  by  law.  The  Society  will  review  Mr.  Castle’s 
letter  to  assure  that  there  is  no  longer  an  implication 
of  Society  endorsement. 

Doctor  Allen  and  several  other  Committee  mem- 
bers will  check  on  Workmen’s  Compensation  Insur- 
ance to  see  if  a change  should  be  made  to  another 
underwriter  or  if  the  group  should  remain  with  Aetna 
and  J.  A.  Montgomery. 

It  was  requested  that  Dr.  Syrovatka  contact  the 
Delaware  Academy  of  Medicine’s  life  insurance  com- 
pany to  request  an  upper  limit  of  $75,000.  Follow- 
ing the  increase  this  past  year  to  $50,000  (from  $30,- 
000)  the  number  of  participants  in  the  program  rose 
from  140  to  200.  It  was  noted,  however,  that  the 
Plan  has  recently  been  hard  hit  by  deaths. 

Olin  S.  Allen,  II,  M.D. 

Chairman 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  has  held  three 
meetings  since  the  last  Annual  Meeting  of  the  So- 
ciety. Seventeen  cases  have  been  considered  at  the 
request  of  insurance  companies,  individual  physicians, 
and  Blue  Cross-Blue  Shield  of  Delaware,  Inc. 

Edgar  R.  Miller,  Jr.,  M.D. 

Chairman 

MEDICAL  SERVICES  INSURANCE  COMMITTEE 

During  the  past  year  the  Medical  Services  Insur- 
ance Committee  considered  a variety  of  subjects,  the 
most  important  of  which  are  tabulated  below. 

1.  Extensive  changes  were  made  in  the  manage- 
ment of  Blue  Cross-Blue  Shield  of  Delaware, 
Inc.  This  made  it  necessary  for  the  members 
of  the  Committee  to  establish  new  working  re- 
lationships with  the  new  personnel. 

2.  In  cooperation  with  the  management  of  Blue 
Shield,  the  Committee  strove  to  eliminate  delays 
in  payment  for  physician  services.  A mecha- 
nism for  constant  monitoring  of  delayed  pay- 
ments was  established. 

3 . The  problem  of  varying  fee  levels  among  the 
different  specialties  for  the  performance  of  es- 
sentially similar  services  was  considered.  To 
this  point  the  work  has  all  been  exploratory,  and 
no  definitive  change  has  been  as  yet  established. 

4.  The  question  of  reimbursement  for  anesthetic 
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services  provided  by  obstetricians  and  for  nurse- 
anesthetists  for  regional  anesthetics  at  the  time 
of  delivery  was  considered.  It  is  anticipated 
that  a satisfactory  solution  to  this  problem  will 
shortly  be  achieved. 

5.  The  problem  of  reimbursement  for  services  pro- 
vided by  house  officers  under  the  supervision  of 
the  attending  physician  was  also  considered.  The 
Medical  Services  Insurance  Committee  supports 
the  position  previously  taken  by  the  American 
Medical  Association  and  the  Medical  Society  of 
Delaware  on  this  matter,  and  it  will  continue 
to  enforce  this  policy. 

6.  The  Medical  Services  Insurance  Committee  is 
cooperating  with  the  Blue  Cross-Blue  Shield  of 
Delaware,  Inc.  in  the  establishment  of  a specialty 
advisory  board  which  will  assist  the  medical 
director  of  Blue  Cross-Blue  Shield  of  Delaware, 
Inc.  in  establishing  fair  fees  in  the  event  of  un- 
usual services.  It  was  emphasized  that  this 
specialty  advisory  board  would  in  no  way  di- 
minish the  area  of  responsibility  of  the  Medical 
Review  Committee. 

The  principal  activity  of  the  Committee  during 
this  year  was  in  the  area  of  negotiations  with  Blue 
Cross-Blue  Shield  for  rewriting  of  the  participating 
physician’s  contract.  This  work  was  carried  on 
principally  by  a four-member  subcommittee.  This 
subcommittee  had  numerous  negotiating  sessions  with 
the  management  of  Blue  Shield.  However,  the  nego- 
tiators were  unable  to  arrive  at  a contract  satisfactory 
to  both  sides,  and  negotiations  were  ultimately  dis- 
continued. Within  the  last  few  weeks,  both  sides 
have  evidenced  the  desire  to  reengage  in  negotiations, 
and  it  would  appear  at  this  point  that  the  opportunity 
to  a satisfactory  conclusion  of  these  negotiations  is 
now  present. 

There  are,  of  course,  areas  of  difference  between 
our  Society  and  Blue  Cross-Blue  Shield  of  Delaware, 
Inc.  Nevertheless,  from  a practical  point  of  view, 
our  relationship  must  be  considered  highly  satisfactory 
since  the  complaints  which  come  to  our  attention 
represent  only  a miniscule  percentage  of  the  many 
thousands  of  claims  which  are  processed  each  year. 

Joseph  E.  Belgrade,  M.D. 

Chairman 

PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

This  Committee  was  most  active  this  year  and 
held  two  Committee  meetings.  Present  were  chair- 
men of  the  respective  county  societies  and  at  times 
several  members  of  each  county  society’s  Peer  Review 
Committee. 

The  Delaware  State  Osteopathic  Medical  Society 
also  had  its  representation  by  Charles  A.  Depfer, 
D.O.,  who  gave  his  thoughts  on  mutual  problems. 


and  I wish  to  express  my  thanks  to  him  for  being 
such  an  interested  and  active  participant. 

I am  herewith  giving  a brief  summary  of  the  meet- 
ings: 

1.  Laboratory  testing  as  part  of  a rountine  annual 
physical  examination  or  medical  evaluation  of 
a patient’s  ongoing  illness  was  studied,  and  no 
flagrant  violations  on  the  part  of  physicians 
were  found.  It  was  generally  agreed  that  this 
is  difficult'  to  monitor  and  that  a physician 
should  be  sure  that  the  services  submitted  con- 
cern the  patient’s  ongoing  illness  and  not  part 
of  a routine  annual  physical  examination.  Com- 
mittee members  reconsidered  Guideline  7 and 
retained  it  in  the  following  form: 

"While  it  is  a recognized  and  accepted  pattern 
of  practice  to  perform  periodic  (annual) 
diagnostic  re-evaluation  of  patients  under 
regular  treatment  of  some  chronic  diseases, 
the  physician  and  his  patient  must  not  equate 
this  service  with  a routine  annual  physical 
examination,  which  may  not  be  a covered 
service.” 

2.  The  cases  involving  retroactive  denial  of  claims 
under  the  Federal  Employees  Program  were 
stated,  and  after  appropriate  consultation  and 
discussion  the  Federal  representatives  agreed  to 
accept  the  decision  of  hospital  committees  as  to 
the  propriety  of  the  claims  rather  than  these 
claims  being  decided  at  the  Washington  (out- 
of-state)  level.  I feel  that  this  showed  favor 
upon  the  earnestness  with  which  our  Committees 
of  Peer  Review  and  Utilization  work  and  that 
the  Federal  Government  has  seen  this  and  there- 
fore is  using  our  evaluation  rather  than  having 
to  make  their  own. 

3.  Problems  concerning  multiple  procedures  per- 
formed at  the  same  time  caused  considerable  dis- 
cussion, and  Committee  members  felt  that  the 
following  should  be  printed  in  the  Newsletter 
as  a reminder  to  physicians  in  their  manner  of 
setting  charges:  For  the  protection  of  the  pa- 
tient, no  matter  what  kind  of  third  party  pay- 
ment the  patient  has  or  doesn’t  have,  the  phy- 
sician’s maximum  fee  should  be  the  same  for  a 
given  procedure;  i.e.,  on  multiple  procedures 
secondary  fees  should  be  set  according  to  the 
prevailing  standards  of  the  community. 

4.  The  problem  of  fees  for  services  performed  not 
by  the  patient’s  personal  physician  or  in  his 
personal  presence  and  under  his  personal  super- 
vision or  done  by  an  employee  of  his  was  dis- 
cussed at  length.  Numerous  situations  were  re- 
viewed, e.g.,  surgical  resident’s  surgery,  house 
staff  procedures  on  both  private  and  ward  ser- 
vices, family  practice  residents,  radiology  resi- 
dents, etc.  Consideration  of  the  above  ques- 
tions resulted  in  a decision  later  affirmed  by  the 
Board  of  Trustees  of  the  Medical  Society  of  Del- 
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aware  to  support  the  following  ruling  of  the 
Judicial  Council  of  the  American  Medical  Asso- 
ciation: 

“When  a physician  assumes  responsibility  for 
the  services  rendered  to  a patient  by  a resident 
or  an  intern,  the  physician  may  ethically  bill 
the  patient  for  services  rendered  under  the 
physician’s  personal  observation,  direction, 
and  supervision.” 

This  information  was  disseminated  in  the  So- 
ciety Newsletter. 

5.  Laboratory  studies  again  were  discussed  and  the 
proper  and  legal  way  for  a physician  to  bill  for 
laboratory  work  done  outside  his  office  was  em- 
phasized by  repeating  the  following  from  the 
Delaware  Code  in  the  Society  Newsletter: 

§1769.  Disclosure  of  laboratory  costs. 

Any  practitioner  of  the  healing  arts  who  bills 
the  patient  or  third  party  payors  for  indi- 
vidual tests  or  test  services  administered  by 
any  private  or  hospital  clinical  laboratory 
shall  disclose  on  the  bill  the  name  of  such 
laboratory,  the  amount  or  amounts  charged 
by  such  laboratory  for  individual  tests  or  test 
series,  and  the  amount  of  any  procurement  or 
processing  charge  made  by  such  practitioner 
for  each  test  or  test  series.  If  the  test  is  per- 
formed at  a state  laboratory  at  which  no 
charge  is  made,  the  fact  shall  be  disclosed 
by  the  bill.  (59  Del.  Laws,  c.  326,  #1) 

6.  A situation  was  discussed  where  a physician  in 
family  practice  has  a pattern  of  practice  of  re- 
moving skin  lesions  at  a rate  seemingly  high 
when  compared  to  general  surgeons  and  other 
family  practitioners. 

7.  A problem  concerning  consultations  — type, 
need,  etc.  — is  still  being  studied  and  discussed, 
and  there  will  be  further  thoughts  on  this  by 
the  State  Committee  in  the  next  year. 

Gustave  K.  Berger,  M.D. 

Chairman 

PROGRAM  COMMITTEE 

The  Program  Committee  met  on  November  4, 
1975,  and  January  5,  February  3,  March  2,  and  July 
13,  1976. 

The  program  for  the  Annual  Meeting  is  as  follows: 

THE  ROLE  OF  SURGERY  IN  THE  CONTROL 
OF  CANCER  — George  Crile,  Jr.,  M.D.,  Cleveland 
Clinic,  Cleveland,  Ohio. 

CANCER  AND  THE  WORKPLACE  — Mr.  An- 
thony Mazzocchi,  Legislative  Director,  Oil,  Chemi- 
cal and  Atomic  Workers  Internationl  Union,  AFL- 
CIO,  Washington,  D.C. 

THE  CONTROL  OF  CANCER  HAZARDS  BY 
INDUSTRY  — John  A.  Zapp,  Jr.,  Ph.D.,  Consult- 
ant, Toxicology  and  Industrial  Hygiene. 


TAX  DEDUCTIBLE 
VACATIONS  FOR 
MEDICAL  PROFESSIONALS 

Over  500  listings  of  national/interna- 
tional meetings  in  the  medical  sciences 
for  1977. 

Send  a $ 1 0 check  or  money  order 
payable  to: 

PROFESSIONAL  CALENDARS 
P.O.  Box  40083 
Washington,  D.C.  20016 


CANCER  FROM  THE  EPIDEMIOLOGIST’S 
POINT  OF  VIEW  — John  H.  Weisburger,  Ph.D., 
Vice  President  for  Research,  American  Health 
Foundation,  Valhalla,  New  York. 

PANEL  DISCUSSION  — Moderated  by  Raymond 
Suskind,  M.D.,  Director,  Department  of  Environ- 
mental Health,  University  of  Cincinnati  College  of 
Medicine. 

BREAST  CANCER  DILEMMA  — George  Crile, 
Jr.,  M.D.,  Cleveland  Clinic,  Cleveland,  Ohio. 

Mustafa  Oz,  M.D. 

Chairman 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  ten  times  from 
early  January  1976  until  mid- July  1976.  Most  meet- 
ings were  held  in  Wilmington.  Two  dinner  meetings 
were  held  in  Dover. 

Almost  every  bill  affecting  the  practice  of  medicine 
or  the  health  of  the  citizenry — however  indirectly — 
introduced  into  the  State  Legislature  this  year  came 
upon  the  Committee’s  agenda.  Each  such  bill  was 
studied  in  detail  by  at  least  one  member  of  the  Com- 
mittee, was  reported  to  the  entire  Committee,  and 
was  freely  discussed.  Finally  recommendations  on 
something  over  one  hundred  bills  were  made  to  the 
Board  of  Trustees. 
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From  time  to  time  special  guests  with  particular 
interest  in  certain  bills — legislators  and  others — met 
with  the  Committee. 

The  Committee  was  often  assisted  by  Mr.  Ned 
Davis.  It  was  unfailingly  supported  by  all  the  staff 
of  the  Medical  Society  of  Delaware. 

The  Chairman  wishes  to  thank  Doctor  John  W. 
Alden  who  on  two  occasions  chaired  meetings  on 
shortest  notice. 

The  Committee  cannot  here  allow  to  go  unwritten 
its  sorrow  at  the  death  of  Doctor  Marjorie  Jane  Mc- 
Kusick,  a long-valued  member.  We  shall  all  miss  her 
clear  perceptions,  her  seeming  endless  energy,  and  her 
valued  counsel. 

Allston  J.  Morris,  M.D. 

Chairman 

BOARD  OF  TRUSTEES  LIAISON  TO  THE 
PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  continues  to  be  the 
only  committee  to  pay  for  its  own  meals  when  din- 
ner meetings  are  involved.  The  dinner  meetings  are 
a valuable  asset  in  meeting  with  people  from  the 


General  Assembly.  The  Society  takes  care  of  all 
extra  costs  that  the  members  are  not  able  to  defer. 

In  last  year’s  report,  the  final  paragraph  referred  to 
Doctor  Allston  Morris,  the  Chairman,  requesting  the 
formation  of  a committee  designated  to  take  fast 
and  appropriate  action  on  legislation  between  full 
committee  meetings.  At  this  time,  this  question  is 
unresolved;  the  Board  has  questioned  whether  there 
could  not  be  a method  to  alert  Board  members  of 
action  taken  by  the  Public  Laws  Committee  early 
enough  for  the  Board  to  act  and  react  in  an  appropri- 
ate way  and,  thus,  give  a proper  public  response  in  the 
name  of  the  Society  to  all  legislation. 

The  above  two  thoughts  should  be  considered  by 
both  the  Public  Laws  Committee  and  the  Board  of 
Trustees  with  the  thought  that  either  or  both  may 
well  want  to  insert  a resolution  in  the  next  House  of 
Delegates  meeting  for  consideration  by  the  entire  So- 
ciety. 

As  has  been  true  in  every  year  since  these  liaison 
reports  started,  credit  must  be  given  to  this  Com- 
mittee for  its  fine,  dedicated  work.  Recognition 
should  be  given  to  all  members  of  the  Committee,  its 
staff  advisors,  and  its  chairman,  Allston  Morris,  M.D., 


Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
Eves.  Tues.,  Wed.,  Thurs. 
6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon 

1320  PHILADELPHIA  PIKE 
WILMINGTON,  DEL  19809 
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for  being  the  most  active  permanent  committee  in 
the  Society. 

Rhoslyn  J.  Bishoff,  M.D. 

Chairman 


PUBLICATIONS  COMMITTEE 

Doctor  Paulshock  and  I would  like  to  use  this 
committee  report  to  express  our  gratitude  to  the 
numerous  physicians  and  others  who  participated  as 
writers  or  as  editorial  reviewers  during  the  last  year 
in  addition  to  the  Editorial  Board  listed  below. 

Patrick  F.  Ashley,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

**Mark  G.  Cohen,  M.D. 

Stephen  H.  Franklin,  M.D. 

Carl  I.  Glassman,  M.D. 

George  L.  Henderson,  M.D. 

William  D.  Johnson,  M.D. 

Marjorie  J.  McKusick,  M.D. 

* Edgar  R.  Miller,  Jr.,  M.D. 

Jose  Pamintuan,  M.D. 

Herman  Rosenblum,  M.D. 

William  J.  Vandervort,  M.D. 

Allen  C.  Wooden,  M.D. 

During  the  past  year,  25  original  papers,  64  book 
reviews,  five  Special  Reports,  two  Highlights  of  papers 
published  or  addresses  given  elsewhere,  one  CPC,  and 
14  letters  to  the  editor  written  by  13  different  peo- 
ple were  published.  The  book  reviewers  included  33 
Delaware  physicians.  The  2 5 papers  included 
1 1 by  Delaware  physicians.  We  are  especially  proud 
of  our  bicentennial  issue  in  which  all  five  of  the 
papers  were  authored  by  Delaware  physician-his- 
torians. One  Delaware  Medical  Journal  editorial 
served  as  the  focus  of  a News  Journal  story  and  may 
result  in  more  critical  selection  of  the  Needy  Family 
cases. 


DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 


Year  Ended 


Dec.  31 
1975 

Total  Receipts  $26,929.52 

Total  Disbursements  26,663.47 

Excess  revenue  over 


Jan.  1- 
Sept.  21 
1976 

$25,959.80 

25,305.93 


expenditure  $ 266.05  $ 653.87 

Expenditure  over  revenue  — — 

Savings  Account  No.  1 $10,292.87  $10, 292.87* 

Savings  Account  No.  2 415.83  1,703.57* 

Due  to  General  Fund  $ 3,607.68  $ 5,038.94 

" 1976  interest  will  be  added  at  end  of  year. 


Anne  Shane  Bader 
Business  Manager 


REPORTS  OF  SPECIAL  COMMITTEES 

COMMITTEE  ON  AGING 

The  Committee  on  Aging  was  active  in  three 
areas  during  1975-76.  The  first  was  sending  a letter 
to  the  Regional  Director  of  Health,  Education  and 
Welfare  regarding  signing  nursing  home  orders  with- 
in 48  hours.  The  letter  went  out  over  Doctor 
Hearne’s  signature  as  President  of  the  Medical  So- 
ciety of  Delaware.  Unfortunately,  it  was  to  no 
avail.  Copies  were  sent  to  our  U.S.  Representative 
and  Senators  with  the  result  being  letters  of  sym- 
pathy. 

Secondly,  a meeting  of  medical  directors  of  nurs- 
ing homes  was  held  to  discuss  mutual  problems  and 
HEW  regulations.  Doctor  Marvin  H.  Dorph  was 
instrumental  in  formulating  this  meeting  and  helped 
to  clear  up  the  problem  with  regard  to  culturing 
decubiti. 


During  the  past  year  Mrs.  Sylvia  Grossman,  who 
helped  with  the  Journal  for  a number  of  years,  died, 
and  we  acknowledge  with  sorrow  her  passing  and  also 
that  of  Marjorie  J.  McKusick,  M.D.,  who  was  a mem- 
ber of  the  Editorial  Board  and  a frequent  Journal 
contributor. 

The  Delaware  Medical  Journal  received  Honorable 
Mention  in  the  State  Medical  Journal  Journalism 
Award  of  the  Sandoz  Company. 

* New  members  during  1975 
**  Retired  during  1975 
* * * Deceased,  June  1976 

We  continue  to  encourage  Medical  Society  of  Dela- 
ware members  to  use  the  Journal  as  their  forum;  con- 
tributions in  the  form  of  letters,  editorials,  book  re- 
views, or  papers  are  at  all  times  welcome. 

Robert  B.  Flinn,  M.D. 

Chairman 


Thirdly,  the  Committee  has  assisted  the  Mental 
Health,  Alcoholism,  and  Drug  Abuse  Committee  or- 
ganize a program  on  "Coping  with  Depression  in 
the  Aged,  A Treatment  Plan,”  which  will  be  held 
at  the  Delaware  Academy  of  Medicine,  1925  Lover- 
ing Avenue,  Wilmington,  on  November  13,  1976,  In 
addition  to  the  above,  both  the  Executive  Director 
and  the  Chairman  have  attended  several  meetings 
with  the  State  Division  of  Aging  with  regard  to 
Day-Care  Centers,  ombudsman,  getting  health  care 
to  the  peripherally  served  areas,  either  rural  or  ur- 
ban, etc. 

William  D.  Shellenberger,  M.D. 

Chairman 

COMMITTEE  ON  EDUCATION,  SUPPLY  AND 
DISTRIBUTION  OF  PHYSICIANS  IN  DELAWARE 

Progress  towards  the  attainment  of  the  exact  de- 
mographic assessment  of  physician  population  in 
Delaware  seems  to  be  within  our  grasp. 
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Through  the  efforts  of  both  Mary  Jane  Clark  of 
the  Board  of  Medical  Examiners  and  our  personnel 
at  our  central  office,  the  survey  initially  started  in 
1975  was  completed.  This  material  was  presented 
to  Mr.  Jan  DeLong  of  the  Health  Planning  Council 
of  Delaware  who  agreed  to  computerize  the  infor- 
mation. 

However,  I am  sorry  to  report  that  this  tabu- 
lation is  still  not  complete.  Because  of  illegibility 
and  omissions  of  information  the  material  has  still 
not  been  tabulated.  Our  central  office  is  in  the  pro- 
cess of  completing  the  forms  so  that  the  computeri- 
zation of  this  survey  will  be  achieved,  we  hope,  this 
year. 

During  the  biennial  registration  of  physicians  per- 
formed by  the  Board  of  Licensure  of  the  State  of 
Delaware,  which  will  occur  in  the  spring  of  1977, 
we  hope  to  complete  a more  comprehensive  survey, 
ft  is  also  our  desire  to  have  the  survey  on  the  same 
form  as  the  registration. 

The  basic  work  of  the  Committee  which  is  per- 
formed by  our  central  office  has  continued  — ac- 
cumulating information  on  all  newly  licensed  phy- 
sicians, monitoring  physicians  in  training  programs, 
and  endeavoring  to  help  with  distribution  by  seeking 
practice  opportunities. 

We  hope  during  the  next  year  to  finish  the  initial 
survey,  to  establish  the  mechanisms  whereby  this 
demographic  material  will  be  routinely  available  in 
computerized  forms  for  easy  evaluation. 

David  A.  Levitsky,  M.D. 

Chairman 


CONTINUING  EDUCATION  AND 
CERTIFICATION  COMMITTEE 

The  Medical  Society  of  Delaware  continues  to  par- 
ticipate actively  in  the  development  and  presentation 
of  programs  of  continuing  education  for  physicians 
throughout  the  state.  The  Society  works  coopera- 
tively with  a number  of  other  institutions  and 
agencies  including  the  University  of  Delaware,  the 
Wilmington  Medical  Center,  Jefferson  Medical  Col- 
lege of  Philadelphia,  the  Delaware  Academy  of  Family 
Physicians  and  various  health  agencies  and  com- 
munity organizations.  The  largest  single  program 
is  "Delaware  Continuing  Medical  Education  for  Phy- 
sicians,” a series  of  monthly  presentations  at  the 
Beebe  Hospital,  Kent  General  Hospital,  Milford  Mem- 
orial Hospital,  Nanticoke  Memorial  Hospital,  River- 
side Hospital,  and  St.  Francis  Hospital.  The  topics 
are  selected  by  the  medical  staff  of  each  hospital  with 
some  guidance  from  the  Medical  Society,  Jefferson, 
and  the  Wilmington  Medical  Center.  They  are  ap- 
proved for  Category  I American  Medical  Association 
credit  and  make  it  possible  for  every  physician  in  the 
state  to  fulfill  the  requirements  of  the  American 


Medical  Association  Physician’s  Recognition  Award 
in  his  or  her  own  hospital. 

The  Continuing  Education  and  Certification  Com- 
mittee met  in  February  and  May,  and  after  consider- 
able deliberation  recommended  to  the  Board  of  Trus- 
tees of  the  Medical  Society  of  Delaware  “that  a 
demonstration  of  Continuing  Education  be  made 
mandatory  for  continuing  or  beginning  membership 
in  the  Medical  Society  of  Delaware.”  The  Com- 
mittee felt  that  150  hours  every  three  years,  as  in 
the  American  Medical  Association  Physician’s  Recog- 
nition Award,  is  a realistic  figure.  The  recommenda- 
tion was  accepted  by  the  Board  of  Trustees  and  will 
be  presented  to  the  Delegates  at  the  Annual  Meeting. 
Mechanisms  for  implementing  this  requirement  have 
been  considered  and  recommendations  made. 

It  is  felt  that  the  vigorous  educational  environ- 
ment in  Delaware  is  a factor  in  attracting  superior 
young  physicians  to  this  state,  a result  demonstrated 
by  our  increasing  membership. 

It  has  also  been  suggested  (although  not  officially 
discussed  in  committee)  that  some  agency  within  the 
state,  such  as  the  Medical  Society  of  Delaware,  should 
apply  to  the  American  Medical  Association  for  the 
right  to  accredit  continuing  education  programs 
locally.  At  the  present  time  all  of  this  is  done  through 
Jefferson  Medical  College  of  Philadelphia. 

E.  Wayne  Martz,  M.D. 

Chairman 

DELAWARE  REVIEW  ORGANIZATION 
(DELRO) 

DELRO  officially  made  the  transition  from  a "plan- 
ning” to  a "conditional”  PSRO  on  June  1,  1976.  The 
protracted  planning  period  was  the  result  of  a Federal 
funding  hiatus  which  precluded  any  PSROs  from 
making  this  transition  since  July  1,  1975.  Congress 
has  shifted  its  position  and  is  now  providing  the  na- 
tional PSRO  Program  with  strong  financial  support. 

In  its  conditional  stage  DELRO  is  responsible  for 
establishing  a system  of  review  in  the  seven  acute 
care  general  hospitals  and  developing  a plan  for  the 
conduct  of  review  in  long-term  care  facilities.  Hos- 
pital Boards  of  Trustees,  Medical  Staffs,  and  Admini- 
strations were  notified  on  June  1,  1976,  of  the  alter- 
native DELRO-hospital  review  system  relationships: 

1.  FULL  DELEGATION— The  hospital  performs 
admission  certification,  continued  stay  review, 
discharge  planning,  and  medical  care  evalua- 
tions: DELRO  conducts  profile  analysis. 

2.  PARTIAL  DELEGATION— The  hospital  op- 
erates only  those  components  of  the  review 
program  for  which  it  seeks  delegation  and  for 
which  it  is  found  to  be  effective  and  timely; 
the  remaining  functions  are  performed  by 
DELRO. 
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3.  NON  DELEGATION — The  hospital  is  cooper- 
ative but  does  not  seek  delegation  or  does  not 
perform  effective  and  timely  review;  DELRO 
performs  all  review  functions. 

As  of  August  26,  1976,  Beebe,  Nanticoke  Me- 
morial, Riverside,  and  St.  Francis  have  requested  full 
delegation;  Kent  General  and  Milford  Memorial  have 
requested  non-delegation;  and  the  Wilmington  Medi- 
cal Center  has  not  selected  an  alternative.  St.  Fran- 
cis is  tentatively  scheduled  as  the  first  hospital  to  be 
phased  in  with  November  1 as  the  target  date. 

DELRO’s  physician  membership  has  grown  to  536, 
and  to  prepare  for  the  implementation  of  delegated 
and  non-delegated  review,  the  nineteen-member 
Norms,  Standards,  and  Criteria  Committee  has  been 
developing  hospital  admission  and  continued  stay 
"screening”  criteria,  and  the  five-member  Data  Com- 
mittee has  been  working  with  a number  of  Pennsyl- 
vania PSROs  in  selecting  a data  processor. 

The  DELRO  offices  have  been  moved  to  1800 
Pennsylvania  Avenue,  8 th  floor,  Wilmington,  and  the 
staff  positions  have  been  filled: 

R.  Walter  Powell,  M.D.,  President/Medical  Director 

(Part-time) 

Paul  L.  Gandillot,  Executive  Director 
Joan  E.  Brungess,  Director  of  Program  Operations 
Karen  L.  Looram,  Program  Coordinator 
Barbara  L.  Moore,  Data  Manager 
Sandra  D.  Pedano,  Secretary 

Agreements  with  Blue  Cross  and  Blue  Shield  (Medi- 
care Intermediary)  and  the  Division  of  Social  Ser- 
vices (Medicaid  State  Agency)  are  scheduled  to  be 
signed  in  early  September.  These  agreements  identify 
and  define  the  relationship  between  these  organizations 
and  DELRO  and  its  delegated  hospitals  regarding  the 
review  of  Medicare  and  Medicaid  patients. 

In  conclusion,  we  are  proceeding  with  the  imple- 
mentation of  review  under  the  guidance  and  direc- 
tion of  the  Delaware  physician  community  and  expect 
all  hospitals  to  be  under  review  by  March  of  next 
year. 

R.  Walter  Powell,  M.D. 

President,  DELRO 

ENVIRONMENTAL  AND  PUBLIC 
HEALTH  COMMITTEE 

The  Environmental  and  Public  Health  Committee 
met  on  a monthly  basis  to  review  some  of  the  prob- 
lems that  must  be  presented  to  the  Board  of  Trustees 
of  the  Medical  Society  of  Delaware. 

The  scope  of  the  problems  presented  to  the  Com- 
mittee were  many  and  varied,  ranging  from  x-rays 
for  food-handlers  to  the  cancer  link  to  chromium 
pigments. 

The  Committee’s  response  to  the  charges  given 


MF  YOUR  PATIENTS  ARe\ 
ON  A RESTRICTED  DIET... 
"WE  CAN  HELP " 


We.  have  a large  selection  of 

• LOW  SODIUM  FOODS 

• SUGAR  FREE  FOODS 

• FOODS  FREE  OF  PRESERVATIVES 

• NATURAL  FIBER  FOODS 

• ALLERGY  SUBSTITUTE  FOODS 

• WHEAT  and  DAIRY  FREE  FOODS 

NATURE'S  WAY 

NEWARK  IN.  WILMINGTON 

CASTLE  MALL  I MARSH  & SILVERSIDE 

737-7986  I 475-5185 


them  was  rarely  unanimous;  however,  we  feel  it  gave 
the  Board  of  Trustees  a basis  for  the  ultimate  deliber- 
ation. 

It  is  again  hoped  that  the  deliberations  were  of 
some  value  in  formulating  criteria  for  both  environ- 
ment and  public  health. 

Frank  T.  O’Brien,  M.D. 

Chairman 

JOINT  PRACTICE  COMMITTEE  FOR 
PHYSICIANS  AND  NURSES 

The  Joint  Practice  Committee  met  regularly  every 
two  months  during  the  odd-numbered  months  since 
the  last  Annual  Meeting  of  the  Medical  Society  of 
Delaware. 

During  this  period  of  time  the  role  of  the  Joint 
Practice  Committee  was  specifically  worked  out  to 
be  that  of  staff  and  advisory  to  the  two  parent  or- 
ganizations. 

Significant  discussion  with  establishment  of  some 
understanding  occurred  in  the  following  areas: 

The  expanded  role  of  the  school  nurse 

Development  of  combined  medical  and  nursing 
audits 

Medical  and  Nursing  Practices  Acts 
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Definition  of  the  Clinical  Nurse  Specialist 

Physician’s  Assistants 

Immunity  of  official  review  of  medical  records  and 
physician  work 

Nursing  manpower  study 

Licensure  of  health  care  personnel 

Implementation  of  the  Swine  Flu  Immunization 
Program 

In  addition,  the  Committee  sponsored  a member 
from  each  parent  organization  to  attend  the  National 
Joint  Practice  Committee  Meetings,  and  their  full 
reports  are  part  of  the  permanent  files  of  the  parent 
organizations. 

Specific  action  was  obtained  in  gaining  a specific 
definition  from  the  Medical  Council  of  Delaware 
about  assistants  to  physicians  under  . . the  super- 
vision and  control  of  a physician  . . In  addition, 
on  available  information,  it  was  determined  that  a 
special  mailing  through  the  Medical  Society  of  Dela- 
ware should  be  made  to  notify  all  physicians  that  all 
nurses  in  their  offices  must  be  currently  licensed. 

The  only  unfulfilled  objective  of  the  Committee 
for  the  year  was  the  inability  to  identify  areas  of  true 
Joint  Practice  in  the  community  and  areas  wherein 
there  might  be  developed  Joint  Practice  Statements. 

William  H.  Duncan,  M.D. 

Chairman 

LIABILITY  INSURANCE  COMMITTEE 

At  the  annual  meeting  of  Aetna  and  Medical  So- 
ciety of  Delaware  representatives  Mr.  Fred  Ives  pre- 
sented for  the  Aetna  a resume  of  the  past  year’s  ex- 
perience with  the  Medical  Society’s  liability  insurance 
program.  He  stated  that  Aetna  is  pleased  with  the 
development  of  the  Loss  Control  and  Education  Pro- 
gram and  that  the  combined  efforts  of  Aetna  and 
the  Medical  Society  of  Delaware  have  prevented  an 
availability  crisis  from  developing  in  Delaware.  There- 
fore Aetna  is  extending  its  guarantee  of  coverage  for 
an  additional  year,  to  December  1,  1978. 


As  of  July  1,  1976,  474  of  the  eligible  members  of 
the  Medical  Society  of  Delaware  have  elected  to  par- 
ticipate in  the  Aetna  program.  This  represents  72.5% 
of  the  eligible  membership. 

Changes  in  the  program  for  1 976-77  were  out- 
lined as  follows: 

1.  A revised  classification  program  will  be  imple- 
mented. Renewal  questionnaires  have  been 
mailed  ta  physicians  to  identify  what  they  are 
doing  so  as  to  determine  the  appropriate  classifi- 
cation for  rating  purposes.  This  will  provide 
improved  experience  statistics  and  will  also  dis- 
tribute the  premium  more  equitably  among  the 
members.  It  will  also  mean  that  many  Class  I 
physicians  will  be  reclassified  to  Class  III. 

2.  At  the  anniversary  date  of  the  Society’s  pro- 
gram Aetna  will  eliminate  the  excess  major 
medical  coverage. 

3.  The  prior  provision  that  required  the  doctor’s 
consent  to  any  claim  settlement  will  be  elimi- 
nated. In  order  to  control  these  claims  and  the 
associated  expenses  Aetna  wants  to  retain  the 
flexibility,  with  the  District  Review  Panels,  to 
dispose  of  the  claims  without  the  delay  that 
sometimes  occurs  when  it  is  first  necessary  to 
receive  the  doctor’s  consent. 

This  last  item  elicited  the  most  opposition  of  all 
the  announced  changes.  It  was  felt  that  this  would  be 
a bone  of  contention  among  physicians,  but  Mr. 
Ives  reiterated  that  the  recommendation  of  the  Re- 
view Panels  would  weigh  heavily  on  Aetna’s  decision. 

Claim  data  for  the  Medical  Society  of  Delaware 
Program  continue  to  show  an  increase  in  claim  fre- 
quency and  severity.  In  last  year’s  report  40  claims 
had  been  reported;  as  of  July  1976  Aetna  has  8 5 
arising  claims,  an  increase  in  the  frequency  over  the 
past  year  of  well  over  100%  for  the  combined  num- 
ber of  cases  reported  since  the  program’s  inception. 

Five  District  Claim  Review  Panel  hearings  were 
held  during  the  last  year,  which  Mr.  Ives  felt  was  a 


PACKAGE  PREMIUMS"' 


DELAWARE 

PHYSICIANS  AND 

SURGEONS 

% Change 
12/1/76 

EFFECTIVE  DATE 

to 

CLASS 

12/1/71 

12/1/73 

12/1/74 

12/1/75 

12/1/76 

12/1/75 

I 

395 

518 

783 

1305 

1331 

+2.0% 

II 

635 

854 

1350 

2288 

2314 

+ 1.1 

III 

1404 

1831 

2413 

4184 

4210 

+ -6 

IV 

1843 

2416 

3190 

5549 

5575 

+ A 

V 

2283 

2987 

3967 

6914 

6940 

+ -4 

VI 

4743 

8278 

8305 

+ -3 

VIII 

6297 

11,010 

11,036 

+ -2 

’ Includes  Primary  Professional  Liability,  SCOPE  Personal  and  Professional,  and  Premises  Liability. 
See  next  page  for  a summary  of  Aetna’s  experience  12/1/71  to  12/1/75. 
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DELAWARE  EXPERIENCE  FROM  12/1/71  TO  12/1/75 


Account  Year  ’71 

Account  Year  ’72 

Account  Year  ’73 

Account  Year  1974 

(as  of  54 

months) 

(as  of  42  months) 

(as  of  30  months) 

(as  of  18 

months) 

Percent 

Dollars 

Percent 

Dollars 

Percent 

Dollars 

Percent 

Dollars 

1. 

Earned 

Premium 

100.0 

257,510 

100.0 

323,554 

100.0 

445,528 

100.0 

820,900 

2. 

Loss  and  Loss 

Adjustment 

Provision 

65.1 

167.639 

65.1 

210,634 

65.4 

291,375 

64.3 

527,839 

3. 

Actual  Loss 

and  Loss 
Adjustment 
Expense 
Loaded  For 
Reserve  De- 

velopment 
and  IBNR* 

73.9 

190,300 

106.0 

342,967 

94.0 

418,796 

62.9 

516,346 

4. 

Loss  Saving 

Indicated 
(Line  2 — 
Line  3 ) 

(8.8) 

(22,661) 

(40.9) 

(132,333) 

(38.6) 

127,421) 

1.4 

11,493 

5. 

Insurance 

Charge 

0 

0 

0 

0 

6. 

Indicated 

Loss 

Dividend 
Line  4 — 
Line  5 ) 

(8.8) 

(22,661) 

(40.9) 

(132,333) 

(38.6) 

(127,421) 

1.4 

11,493 

7. 

Previously 

Paid  Loss 

Dividend 

N/A 

N/A 

N/A 

N/A 

8. 

Net  Loss 

Dividend 

This 

Statement 

N/A 

N/A 

N/A 

N/A 

9. 

Indicated 

Expense 

Dividend 

4.6 

11,845 

8.8 

28,473 

8.5 

37,870 

8.9 

73,060 

10. 

Previously 

Paid 

Expense 

Dividend 

4.6 

11,845 

8.8 

28,473 

0 

0 

0 

0 

11. 

Net  Expense 

Dividend 

0 

0 

0 

0 

8.5 

37,870 

8.9 

73,060 

12. 

Total 

Dividend 
Due  This 
State- 
ment* * 

Note:  ( ) = Negative 

(a)  Reported  Loss  Ratio 

(b)  Actuarial  Reserve 
(IBNR,  etc.) 

(c)  Unallocated  Loss  Adjustment 
Expense  Factor 

(d)  Actual  Loss  and  Loss  Adjustment 
Expense  Loaded  For  Reserve 
Development  and  IBNR 

(a  + b)  Xc 
Total  Dividend  Due 
This  Statement  = 


1971 

1972 

1973 

1974 

.550 

.667 

.312 

.004 

.127 

.303 

.550 

.576 

1.091 

1.093 

1.090 

1.085 

739  1.060  .940  .629 

Line  11,  if  Line  6 is  Positive 

Line  1 1 plus  Line  6,  if  Line  6 is  Negative 


Cumulative 

1,847,492 

1,197,487 

1,468,409 

(270,922) 

(270,922) 

131,248 

40,318 

110,930 

0 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®'  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  Incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  bums  where  more  than  20  percent  of  the  body  surface  is  I 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  j 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is  [ 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  j 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi,  i 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera-  | 
ture  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto-  I 
toxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


ikg,  / Burroughs  Wellcome  Co. 

rTT\  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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good  beginning.  It  is  hoped  that  this  type  of  review 
of  cases  will  provide  an  effective  means  for  educating 
physicians  in  the  area  of  loss  prevention. 

Mr.  Ives  announced  that  the  premium  for  the 
professional  liability  section  of  the  coverage  package, 
including  SCOPE  Professional,  will  continue  at  pres- 
ent rates.  SCOPE  Personal  premiums  will  experience 
a modest  increase. 

Both  claim  frequency  and  severity  continue  to  rise. 
The  annual  percentage  increase  for  these  combined 
components  used  in  this  year’s  premium  calculations 
is  21.3%,  a slight  moderation  from  last  year’s  23.5%. 
Countrywide  total  limits  trend  for  frequency  and 
severity  combined  is  29.7% 

In  the  past  several  years  Aetna  has  made  consider- 
able progress  in  reducing  expenses.  For  Professional 
Liability  the  provision  for  payment  of  losses  (per- 
missible loss  ratio)  has  increased  from  5 5%  in  1970 
to  69.7%  in  last  year’s  rates.  This  year’s  rate  level 
will  be  based  on  a permissible  loss  ratio  of  73.2%. 
j The  chart  below  shows  that  expenses  and  profit  have 
been  reduced  from  45%  to  26.8%  of  each  premium 
dollar: 


1970 

1976 

Premium  Dollar 

100% 

100% 

Provision  for  Losses 

and  Loss  Expenses  

55% 

73.2% 

Administrative  Expenses 

and  Profit 

45% 

26.8% 

In  addition,  assuming  that  Medical  Society  of  Dela- 
ware expense  savings  continue  at  the  latest  year’s 
8.9%,  82.1%  of  the  premium  dollar  is  available  to 
pay  losses  or  return  expense  savings.  Of  the  re- 
| maining  17.9%,  6.1%  is  for  commission,  3.0%  for 
taxes,  3.8%  for  Company  administrative  expenses 
and  5 % for  profit. 

The  package  premiums  shown  on  page  712  were 
announced  for  the  year  beginning  December  1,  1976. 

James  B.  McClements,  M.D. 

Chairman 

EDUCATION  COMMITTEE  OF  THE 
LIABILITY  INSURANCE  COMMITTEE 

Following  the  annual  meeting  of  the  Liability  In- 
surance Committee  in  1975,  Aetna  Insurance  Com- 
pany and  representatives  of  the  Medical  Society  of 
Delaware  agreed  to  change  the  organization  of  Re- 
, view  Panels,  and  to  institute  education  through  a 
Loss  Control  Education  Committee. 

The  actions  of  the  Committee  have  been  to  review 
I education  materials  obtained  from  Aetna  and  from 
other  sources  such  as  the  American  College  of  Phy- 
sicians. 

Beginning  in  May,  a section  called  "Malpractice 
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Update”  has  appeared  in  Newsletter,  a publication  of 
the  Medical  Society  of  Delaware. 

Permission  was  obtained  for  a guest  speaker  from 
New  Jersey  to  appear  before  the  New  Castle  County 
Medical  Society  to  discuss  overall  aspects  of  the  prob- 
lem, but  the  program  was  cancelled  because  of  the 
terminal  illness  of  the  speaker.  Plans  are  underway 
to  continue  with  education  through  Society  publica- 
tions and  public  forums. 

Dewey  A.  Nelson,  M.D. 

Chairman 

LONG  RANGE  PLANNING  COMMITTEE 

The  'Long  Range  Planning  Committee  was  so 
named  at  the  last  meeting  of  the  House  of  Delegates 
to  encompass  more  than  the  restructure  of  the  Medi- 
cal Society,  and  was  definitely  charged  by  the  House 
of  Delegates  with  the  responsibility  to  outline  plans 
for  restructure  of  the  societies  at  each  county  level 
and  the  State  of  Delaware  level  for  presentation  to  the 
Board  of  Trustees  of  the  Medical  Society  of  Delaware 
by  February  1,  1976.  This  plan  would  direct  itself 
toward  conservation  of  the  overlapping  functions  of 
the  Medical  Society  of  Delaware  and  the  county  so- 
cieties. 

A meeting  was  held  and  ideas  proposed  to  the 
Board  of  Trustees  which  were  sent  back  by  the  Board 
for  continuing  reevaluation.  At  the  present  writing, 
though  the  Executive  Director  has  sent  out  letters  to 
each  county  society  asking  for  suggestions  as  to  how 
the  Society  may  be  revamped,  the  only  response  came 
from  Doctor  O.  Keith  Hamilton,  President  of  the 
Kent  County  Medical  Society.  Doctor  Hamilton  has 
suggested  that  it  may  not  be  possible  to  canvass  every 
member  directly,  but,  rather  that  a soul-searching 
questionnaire  should  be  sent  to  each  physician  in  the 
state  to  develop  an  understanding  of  attitudes  about 
change  in  the  running  of  the  Society. 

The  Committee  has  continually,  since  its  early  in- 
ception, been  faced  with  the  problem  of  how  to  make 
a small  state  cohesive  enough  that  the  geographic 
identities  of  clusters  of  physicians  would  not  be  lost 
while  maintaining  an  economical  and  forceful  central 
state  society  that  can  speak  with  authority  to  the 
needs  of  physicians  singly  and  as  a group  and  to 
speak  to  and  for  the  patients  who  receive  the  services 
of  the  individual  physicians  throughout  the  state. 

The  Long  Range  Planning  Committee  did  tackle 
other  problems,  and  the  subcommittee  gave  a report 
on  the  practicality  of  drawing  on  house  staff  and 
medical  students  as  actively  participating  members  in 
the  Society  with  the  honest  intention  of  thus  en- 
couraging new  physicians  to  establish  themselves  in 
Delaware  since  the  competition  for  new  practicing 
physicians  is  keen  in  the  market  place. 

The  Long  Range  Planning  Committee’s  base  was 
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broadened  by  the  Board  of  Trustees  at  its  August 
12th  meeting  when  it  was  assigned  the  duty  to  solve 
a request  for  the  creation  of  separate  sections  in  the 
House  of  Delegates.  The  impetus  for  this  came  from 
Robert  Meckelnburg,  M.D.,  when  he  asked  for  recog- 
nition by  creation  of  a separate  section  for  nuclear 
medicine  by  the  State  Society.  The  Board  of  Trustees 
felt  that  this  was  a good  endeavor,  but  not  on  such 
a large  scale.  The  Board  has  asked  the  Long  Range 
Planning  Committee  to  come  up  with  some  future 
ideas  in  this  regard. 

In  summation,  it  should  be  pointed  out  that  the 
change  in  a society  that  is  200  years  old  can  only 
come  slowly  and  should  be  attempted  by  exercising 
the  will  of  the  majority  while  maintaining  all  of  the 
rights  and  privileges  of  each  individual  member. 
With  this  philosophy  in  mind,  I am  sure  the  Long 
Range  Planning  Committee  should  be  made  a per- 
manent committee  to  find  and  crystalize  the  advan- 
tages and  disadvantages  of  change,  then  present  a 
profile  of  such  change  to  the  standing  Board  of 
Trustees  who  can  then  finally  prepare  it  for  final 
sanction  each  year  by  the  House  of  Delegates. 

Rhoslyn  J.  Bishoff,  M.D. 

Chairman 


MATERNAL  AND  CHILD  CARE  COMMITTEE 

There  were  no  maternal  deaths  in  Delaware  in 
1975. 

Perinatal  mortality  statistics  compiled  by  the  State 
of  Delaware  Division  of  Public  Health  were  reviewed 
and  are  available  in  the  Society  office. 

Abortion  data  were  not  available  as  the  Division 
of  Public  Health  does  not  feel  that  it  is  required 
by  law  to  keep  such  data.  The  Committee  unani- 
mously feels  • that  data  should  be  kept  and  main- 
tained. We  should  be  happy  to  work  with  the 
Director  of  Public  Health  to  determine  what  data 
are  essential. 

There  is  no  longer  case  review  of  maternal  deaths 
at  the  State  level.  The  records  may  not  be  obtain- 
able. The  Committee  feels  that  the  State  Society 
has  a responsibility  to  see  that  both  obstetrical  and 
perinatal  mortalities  are  reviewed  at  each  hospital. 
A subcommittee  was  appointed  at  the  August  meet- 
ing to  develop  a format  for  the  hospitals  to  report 
that  such  cases  were  reviewed. 

The  Committee  recommends  unanimously  that 
every  maternal  and  perinatal  death  be  reviewed  by 
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an  appropriate  departmental  committee  of  each  hos- 
pital. 

The  American  Medical  Association  Committee  on 
Maternal  and  Child  Care  requested  information  from 
each  state’s  medical  society  regarding  regional  plan- 
ning for  high-risk  obstetrical  and  newborn  care. 
Specific  data  regarding  the  Maternal  and  Child  Care 
Committee  were  requested  and  submitted. 

William  D.  Johnson,  M.D. 

Chairman 

MEDICINE  AND  RELIGION  COMMITTEE 

Once  again  this  year’s  report  reflects  continued 
growth  and  involvement  of  the  Committee  as  it  rep- 
resents before  the  state  on  behalf  of  the  Medical  So- 
ciety, the  close- working  relationship  between  medicine 
and  religion. 

This  year’s  Committee  established  three  goals  for 
i 976: 

1.  The  formulation  of  a statement  regarding  a 
definition  of  death.  Much  time  was  spent  on 
this  discussion  as  we  met  with  State  legislators 
sponsoring  such  legislation.  The  discussions 
were  fruitful,  and  the  Committee  would  recom- 
mend continuing  work  in  this  area. 

2.  Planning  for  the  Annual  Prayer  Breakfast  to  be 
held  on  Saturday  morning,  October  9,  1976, 
during  the  Annual  Meeting. 

3.  Participation  in  the  seminars  sponsored  by  the 
Department  of  Pastoral  Care  at  the  Wilming- 
ton Medical  Center,  entitled  "Dimensions  in 
Coping.”  These  seminars  extended  not  only  in 
the  Wilmington  area  but  also  downstate. 

In  last  year’s  report  it  was  mentioned  that  the 
Committee  was  to  assist  in  the  development  of  a 
Chaplaincy  Program  in  hospitals  downstate.  This 
continues  to  be  an  important  work  of  the  Committee, 
and  definite  steps  have  been  made  toward  reaching 
this  goal  as  a full  time  chaplain  is  being  hired  for 
the  work  of  the  Delaware  Cancer  Network.  This 
individual’s  responsibility  will  be  the  development 
of  chaplaincy  programs  throughout  the  state. 

The  Chairman  of  the  Committe  has  had  the  op- 
portunity of  speaking  a number  of  times  throughout 
the  state  with  members  of  the  Committee.  Two  of 
these  consisted  of  a talk  on  "Aging”  and  a seminar 
on  "Dying,”  in  Milford. 

As  the  Committee  looks  to  the  future,  it  plans  to 
work  in  the  areas  of  Death  with  Dignity,  Aging, 
Thanatology,  creation  of  Departments  of  Pastoral 
Care  in  hospitals  downstate,  and  seminars  dealing 
with  the  subjects  Medical  Ethics  and  Religion. 

The  coming  year  plans  to  be  a busy  one  as  we 
continue  to  make  our  emphasis  known  state-wide. 

Harvey  E.  Mast,  M.D. 

Chairman 


MEDICO-LEGAL  AFFAIRS  COMMITTEE 

The  new  malpractice  legislation  in  Delaware,  as 
yet  untested,  will  probably  not  materially  change  the 
malpractice  problem  in  this  state.  There  are  already 
several  constitutional  challenges,  and  documentation 
of  these  is  on  file  in  the  office  of  the  Society.  The 
Medico-Legal  Affairs  Committee  reviewed  the  legis- 
lation and  made  suggestions  for  changes  and  amend- 
ments. The  major  effect  of  the  Committee,  however, 
was  in  the  preceding  months  and  years  during  which 
it  served  to  gather  and  review  the  thinking  of  the 
various  experts  throughout  the  country  so  that  when 
the  time  came  to  work  on  legislation  in  Delaware  some 
degree  of  expertness  had  already  been  developed. 

Th  new  legislation  has  not  definitely  eliminated  the 
Society’s  malpractice  screening  panel  in  that  there 
is  a strong  belief  among  some  that  the  panel  under 
the  new  legislation  will  be  challenged  and  perhaps 
eliminated.  In  anticipation  of  this  possibility  the 
Medico-Legal  Affairs  Committee,  in  conjunction  with 
the  Medico-Legal  Affairs  Committee  of  the  Delaware 
State  Bar  Association,  developed  a revised  panel  plan. 
This  plan  requires  a disciplinary  rule  to  be  created, 
under  the  sponsorship  of  the  Delaware  Supreme  Court, 
to  curb  the  abuses  by  attorneys  that  had  made  the 
previously  constituted  panel  unworkable.  Under  the 
new  panel  an  attorney  would  not  be  able  to  proceed 
against  a physician  following  a screening  panel  de- 
cision in  the  physician’s  favor,  except  under  very 
carefully  delineated  circumstances.  This  represents 
a major  step  in  the  elimination  of  the  possibility  of 
abuse  of  the  panel.  Some  cases  were  heard  during  the 
year  under  the  old  rules,  but  they  were  probably  the 
last  that  will  be  so  heard. 

The  new  panel  mechanism,  although  fully  de- 
veloped as  far  as  the  Bar  Association  and  the  Medical 
Society  are  concerned,  is  not  really  in  effect  because 
of  the  screening  panel  that  exists  under  the  new  legis- 
lation. Also,  without  the  Disciplinary  Rule  of  the 
Supreme  Court  the  proposed  panel  is  incomplete.  It 
is  not  likely  that  the  Supreme  Court  will  establish 
the  Disciplinary  Rule  unless  it  is  apparent  that  the 
panel  has  a role  to  play.  That  would  occur  were 
the  screening  panel  within  the  new  legislation  declared 
unconstitutional,  as  some  attorneys  believe  it  will  be. 

The  Committee’s  Chairman  attended  the  workshop 
in  Chicago  concerning  the  establishment  of  "captive” 
insurance  companies,  also  called  "doctor-owned  in- 
surance companies.”  This  was  probably  the  most 
earnest  meeting  the  Chairman  ever  attended,  with  a 
uniformly  pessimistic  tone.  Captive  insurance  com- 
panies may  not  be  the  answer  to  the  malpractice  crisis, 
but  they  may  also  be  the  only  possible  next  step  under 
certain  circumstances. 

Numerous  minor  frictions  between  attorneys  and 
doctors  arose  in  the  course  of  the  year,  usually  con- 
cerning fees  or  delays  in  reports,  and  these  were 
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handled  in  the  usual  way,  generally  merely  by  clari- 
fication of  misunderstandings  or  by  offering  an  ex- 
planation of  misunderstood  policies.  There  appear 
to  be  very  few  physicians  who  are  generally  uncoop- 
erative with  attorneys,  and  there  also  appear  to  be 
very  few  attorneys  who  are  frankly  abusive  of  phy- 
sicians. Nevertheless,  there  is  a constant  need  for 
doctors  and  attorneys  to  be  able  to  work  through 
colleagues  able  to  resolve  the  frictions  that  do  arise. 
Although  this  is  not  a widely  publicized  function  of 
the  Medico-Legal  Affairs  Committee,  it  is  an  import- 
ant one. 

In  the  forthcoming  year  the  Committee  will  keep 
an  eye  on  the  evolution  of  the  new  legislation  and 
the  reaction  of  the  medical-legal  communities  to  it. 
Contingency  plans,  such  as  the  revised  malpractice 
screening  panel  plan,  will  be  developed  as  it  appears 
necessary  to  do  so.  The  countersuit,  as  a practical 
and  effective  deterrent  to  malpractice  actions  against 
physicians,  is  under  study  and  the  Committe  will 
discuss  it,  but  it  appears  to  be  of  extremely  limited 
use  despite  the  initial  attractiveness  it  poses  for  phy- 
sicians who  understandably  would  like  the  right  to 
strike  back. 

Martin  Gibbs,  M.D. 

Chairman 


MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

The  Medical  Society  Mental  Health,  Alcoholism, 
and  Drug  Abuse  Committee  sponsored  a successful 
conference,  Teen-Age  Alcoholism,  on  November  1, 
1975.  The  keynote  speaker  was  William  E.  Flynn, 
M.D.,  career  teacher  in  Alcoholism  and  Drug  Abuse 
at  Georgetown  University,  Washington,  D.C.  This 
year  the  Committee  is  sponsoring  its  third  annual 
conference,  Coping  with  Depression  in  the  Aged,  A 
Treatment  Plan,  to  be  held  Saturday,  November  13, 
1976  at  the  Delaware  Academy  of  Medicine  Building. 
Dr.  Alvin  I.  Goldfarb,  a nationally  recognized  geron- 
tologist, will  be  the  keynote  speaker.  Many  com- 
munity resources  involved  in  care  of  the  aged  will 
be  participating.  Doctor  William  Shellenberger, 
Chairman  of  the  Committee  on  Aging  of  the  Medical 
Society  of  Delaware,  has  greatly  aided  our  Committee 
in  coordinating  the  program. 

The  Committee,  concerned  with  the  treatment  of 
the  disabled  physician,  worked  with  the  Public  Laws 
Committee,  the  Board  of  Trustees,  the  Medical  Coun- 
cil, and  the  Board  of  Medical  Examiners,  to  submit 
a new  edition  of  the  Delaware  Medical  Practice  Act 
which  has  guidelines  for  dealing  with  the  impaired 
physician. 

For  the  coming  year,  the  Committee  will  continue 
to  work  at  the  pleasure  of  the  Board  of  Trustees  and 
the  President  of  the  Medical  Society  of  Delaware  in 


our  areas  of  expertise.  We  also  hope  to  raise  interest 
in  the  area  of  the  treatment  of  the  disabled  physician. 

Janet  P.  Kramer,  M.D. 

Chairman 

NATIONAL  LEGISLATION  COMMITTEE 

This  Committee  has  not  met  in  the  past  year.  This 
inactivity  reflects  the  inaction  in  the  national  legis- 
lature in  the  field  of  health  legislation  during  an 
election  year.  It  seems  reasonable  to  anticipate  more 
activity  in  health  legislation  nationally  either  after 
election  day  or  after  20  January,  1977. 

Allston  J.  Morris,  M.D. 

Chairman 

SCHOOL  HEALTH  COMMITTEE 

This  Committee  has  continued  to  review  school 
health  problems,  including  consideration  of  the  best 
method  of  insuring  that  students  injured  or  ill  at 
school  can  be  taken  for  medical  care  when  their 
parents  are  not  available.  This  involves  prior  per- 
mission, transportation,  contact  of  personal  physician, 
etc.  The  State  Board  of  Public  Instruction  has  de- 
veloped a policy  which  goes  a long  way  toward  in- 
suring that  the  school  child  will  not  be  neglected. 
Further  changes,  suggested  by  the  Committee,  will 
probably  be  incorporated  in  the  future. 

The  Committee  also  reviewed  the  new  Policy 
Manual  for  School  Nurses  in  the  State  and  discussed 
the  problem  of  physical  exams  for  those  in  contact 
and/or  competitive  sports. 

Most  recently  we  have  become  concerned  regarding 
who  is  qualified  to  give  a medical  excuse  and  do  the 
physical  exams  for  sports  and  other  school  require- 
ments. This  is  especially  pertinent  since  the  chiro- 
practors have  requested  recognition  from  the  Depart- 
ment of  Public  Instruction  for  these  tasks.  The 
Committee  has  strongly  backed  Mrs.  Edith  Vincent, 
R.N.,  Supervisor  of  School  Nurses,  in  her  efforts  to 
block  this  move.  A subcommittee  of  the  State  Ad- 
visory School  Health  Committee  is  being  formed  to 
study  the  legal  and  professional  ramifications;  i.e., 
what  is  the  practice  of  medicine?  What  are  chiro- 
practors licensed  to  do?  We  expect  to  be  represented 
on  this  Committee. 

The  School  Health  Committee  is  to  be  commended 
for  its  interest  and  for  its  diligent  attendance  at  the 
Committee  meetings. 

Robert  W.  Frelick,  M.D. 

Chairman 

VENEREAL  DISEASE  COMMITTEE 

The  Committee’s  attention  focused  on  the  incidence 
of  gonorrhea  and  syphilis  in  this  state  and  reasons 
why  there  has  not  been  a significant  reduction  in  the 
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cases  of  gonorrhea  reported.  It  was  felt  that  educa- 
tion of  the  community  and  physicians  should  be  an 
ongoing  process  and  that  money  is  needed  in  the 
State  for  community  health  education. 

The  Committee  also  emphasized  the  growing  im- 
portance of  other  sexually  transmitted  diseases  as  a 
public  health  problem.  More  accurate  statistical  in- 
formation is  required  to  ascertain  the  extent  of  the 
problem  in  Delaware,  and  the  Committee  supported 
the  Division  of  Public  Health’s  plan  to  collect  this 
information.  Two  meetin6s  were  held  during  the 
year,  and  representatives  of  the  Division  of  Public 
Health  attended  these  meetings  as  guests. 

Roger  B.  Rodrigue,  M.D. 

Chairman 

AD  HOC  BICENTENNIAL  COMMITTEE 

The  Committee  Chairman  has  the  pleasure  to  sub- 
mit the  following  report: 

1.  The  bicentennial  year  began  with  the  annual 
meeting  of  the  Medical  Society  of  Delaware  Septem- 
ber 27,  1975  at  the  Sheraton  Brandywine,  where  an 
extensive  display  of  historical  material  and  artifacts 
was  presented  for  the  members  and  their  guests; 
Doctor  and  Mrs.  Allen  C.  Wooden  wore  authentic 
colonial  clothing  for  the  occasion. 

2.  The  second  event  of  the  year  was  the  annual 
Awards  Dinner  of  the  Delaware  Academy  of  Medicine 
on  February  27,  1976,  the  theme  of  which  this  year 
was  the  Bicentennial.  The  featured  speaker  was 
Morris  Saffron,  M.D.,  Ph.D.,  a well-known  medical 
historian,  who  spoke  on  "John  Cochran — Fourth  Sur- 
geon General  of  the  Revolutionary  Army.” 

3.  The  third  activity  was  the  writing  and  prep- 
aration of  the  articles  for  the  July  issue  of  the  Dela- 
ware Medical  Journal.  This  issue  was  known  as  the 
Bicentennial  Issue. 

4.  A Bicentennial  Ball  will  be  held  at  the  Wilming- 
ton Country  Club  as  the  concluding  event  of  the 
Society’s  187th  Annual  Meeting. 

Allen  C.  Wooden,  M.D. 

Chairman 

AD  HOC  COMMITTEE  ON  BLOOD  BANKING 

During  the  year  the  Committee  met  only  one  time. 
At  that  meeting  it  was  learned  that  the  Wilmington 
Medical  Center  had  submitted  a counter  proposal  to 
the  Blood  Bank  of  Delaware  regional  plan.  The  Blood 
Bank  of  Delaware  had  proposed  a meeting  of  all  con- 
cerned hospitals,  physicians,  and  technicians  in  Dover 
to  discuss  the  alternative  Wilmington  Medical  Cen- 
ter plan. 

The  alternative  Wilmington  Medical  Center  plan 
centered  around  a joint  Wilmington  Medical  Center/ 
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CONCORD  PLAZA  MEDICAL  CENTER 
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Blood  Bank  of  Delaware  venture  in  which  the 
Wilmington  Medical  Center  would  utilize  their 
facilities  for  donor  bleeding  and  processing.  They 
would  guarantee  the  blood  needs  of  the  other  area 
hospitals.  The  proposal  was  frowned  upon  by  the 
majority  of  those  attending  the  Dover  meeting  on 
the  basis  that  the  Center  would  be  sure  to  supply  its 
own  needs  first. 

The  Blood  Bank  of  Delaware  on  April  28,  1976, 
passed  a motion  which  would  develop  plans  to  im- 
plement blood  collecting,  processing,  and  distribution 
at  a site  near  1-95. 

Philip  R.  Walker,  M.D. 

Chairman 

NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held 
at  Kent  General  Hospital,  Dover  on  August  29,  1976 
to  consider  positions  to  be  filled  for  the  year  October 
1976  through  1977. 

The  following  nominations  were  made: 
Vice-President  — Allston  J.  Morris,  M.D. 
Secretary  — Joseph  E.  Belgrade,  M.D. 

Treasurer  — Peter  R.  Coggins,  M.D. 
Representative  to  the 
Delaware  Academy 

of  Medicine  — Calvin  B.  Hearne,  M.D. 
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FOR  STANDING  COMMITTEES 

Budget  Committee 

Thomas  R.  Brooks,  M.D. 

Thomas  E.  Dyer,  M.D. 

George  R.  Hilty,  III,  M.D. 

Christos  S.  Papastavros,  M.D. 

Howard  Wilk,  M.D. 

Medical  Economies  Committee 

Olin  S.  Allen,  II,  M.D. 

Robert  T.  Beattie,  M.D. 

Ronald  C.  Corbalis,  M.D. 

Martin  J.  Cosgrove,  M.D. 

Conley  L.  Edwards,  M.D. 

Joseph  A.  Elliott,  M.D. 

Warren  R.  Johnson,  M.D. 

Seymour  R.  Kaplan,  M.D. 

Ernest  M.  Larmore,  M.D. 

Douglas  W.  MacKelcan,  M.D. 

John  F.  McCabe,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Carl  P.  Mulveny,  M.D. 

J.  Joaquin  Palacio,  M.D. 

Jae  K.  Park,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Robert  J.  Scacheri,  M.D. 

Donald  Schetman,  M.D. 

Roger  B.  Thomas,  Jr.,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Medical  Review  Committee 

James  P.  Aikins,  M.D. 

Daniel  A.  Alvarez,  M.D. 

Joseph  E.  Belgrade,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Jason  L.  Campbell,  M.D. 

Luis  L.  David,  M.D. 

Edward  S.  Dennis,  M.D. 

Conley  L.  Edwards,  M.D. 

Calvin  B.  Hearne,  M.D. 

John  T.  Hogan,  M.D. 

Alfred  Lazarus,  M.D. 

John  M.  Levinson,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 

Walter  W.  Moore,  M.D. 

J.  Joaquin  Palacio,  M.D. 

Edmund  S.  Scott,  D.O. 

Howard  Wilk,  M.D. 

Medical  Services  Insurance  Committee 

Charles  Allen,  M.D. 

Daniel  A.  Alvarez,  M.D. 

Joseph  R.  Anticaglia,  M.D. 

Joseph  A.  Arminio,  M.D. 

Joseph  M.  Barsky,  Jr.,  M.D. 

James  Beebe,  Jr.,  M.D. 

Joseph  E.  Belgrade,  M.D. 

John  H.  Benge,  M.D. 

I.  Favel  Chavin,  M.D. 


William  B.  Cooper,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

V.  Terrell  Davis,  M.D. 

Neil  A.  de  Leeuw,  M.D. 

Thomas  E.  Dyer,  M.D. 

Conley  L.  Edwards,  M.D. 

Robert  E.  Erb,  M.D. 

Martin  Gibbs,  M.D. 

O.  Keith  Hamilton,  M.D. 

Forrest  G.  Hawkins,  M.D. 

Alfred  Lazarus,  M.D. 

John  M.  Levinson,  M.D. 

Peter  Martin,  M.D. 

William  R.  Mast,  M.D. 

Robert  J.  Meckelnburg,  M.D. 
Edwin  A.  Mekanik,  M.D. 

Christos  S.  Papastavros,  M.D. 
Michael  Peters,  M.D. 

Edward  M.  Phillips,  D.O. 

David  Platt,  M.D. 

Oleh  Sluzar,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Howard  Wilk,  M.D. 

Program  Committee 

Lanny  Edelsohn,  M.D. 

Carl  I.  Glassman,  M.D. 

William  J.  Holloway,  M.D. 
Charles  L.  Minor,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 
Herman  Rosenblum,  M.D. 
Eleonora  Schneider,  M.D. 

Charles  M.  Smith,  M.D. 

Public  Laws  Committee 

Robert  Abel,  Jr.,  M.D. 

John  W.  Alden,  Jr.,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 

Norman  L.  Cannon,  M.D. 

V.  Terrell  Davis,  M.D. 

Edward  S.  Dennis,  M.D. 
Christopher  R.  Donoho,  Sr.,  M.D. 
Brett  Elliott,  M.D. 

Edward  F.  Gliwa,  M.D. 

Ali  Z.  Hameli,  M.D. 

Stephen  M.  Hanson,  M.D. 
Nicholas  Haritos,  M.D. 

Calvin  B.  Hearne,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 

Allston  J.  Morris,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Gerald  J.  Savage,  M.D. 

Publications  Committee 

Robert  B.  Flinn,  M.D. 

William  J.  Holloway,  M.D. 

E.  Wayne  Martz,  M.D. 

Richard  H.  Morgan,  M.D. 
Bernadine  Z.  Paulshock,  M.D. 
William  A.  Taylor,  M.D. 
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Board  of  Medical  Practice 
New  Castle  County 

Jack  Gelb,  M.D. 

Emanuel  Renzi,  M.D. 

William  J.  Holloway,  M.D. 

John  H.  Furlong,  Jr.,  M.D. 

Robert  Waterhouse,  M.D. 

Henri  F.  Wendel,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

H.  George  DeCherney,  M.D. 

James  P.  Aikins,  M.D. 

Albert  Gelb,  M.D. 

Kent  County 

O.  Keith  Hamilton,  M.D. 

Charles  Allen,  M.D. 

Edward  S.  Dennis,  M.D. 

Richardson  B.  Glidden,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

C.  E.  Graybeal,  M.D. 

Chairman 
Daniel  Alvarez,  M.D. 
O.  Keith  Hamilton,  M.D. 
Harold  S.  Rafal,  M.D. 
Thomas  C.  Scott,  D.O. 

REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 

ADVISORY  COUNCIL  FOR 
CONTROLLED  SUBSTANCES 

Headlining  the  minutes  of  the  meetings  of  this 
Council  since  November  1975  have  been  discussions 
of  control  of  drugs  in  the  so  called  "C”  group,  num- 
bers I-V. 

Legislation  was  enacted  this  year  to  be  in  force 
September  27,  1976,  that  will  revolutionize  physi- 
cians’ handling  of  prescription  writing.  At  this 
present  House  of  Delegates  meeting,  this  law  is  al- 
ready in  force,  but  we  will  need  continued  surveil- 
lance and  cooperation  by  each  physician  in  his  man- 
agement of  his  own  prescriptions. 

Each  physician  should  have  his  prescriptions 
printed  with  two  legends.  These  legends  may  be 
rubber-stamped  on  old  prescriptions  or  printed  on 
new  prescriptions.  The  legends  must  appear  as  follows 
(no  abbreviations  allowed) : 

Dispense  as  written M.D. 

substitution  permitted M.D. 

A line  should  be  drawn  opposite  each  legend,  and 
the  physician  must  sign  (this  is  the  only  signature  he 
needs)  the  legend  he  prefers  for  that  prescription. 

Most  recently,  the  confusion  about  "lock-and-key” 
and  a safe  for  control  of  "C”  I-V  drugs  has  been  clar- 


ified. Such  drugs  kept  in  a physician’s  office  need  not 
have  any  unusual  controls  if  the  total  is  below  400 
doses. 

The  Controlled  Substances  Act  can  only  be  in- 
terpreted one1  way  as  it  concerns  itself  with  the  "C” 
I-V  drugs:  all  such  drugs,  samples  included,  dis- 
pensed from  a physician’s  office  must  be  accounted 
for  by  a ledger  account.  If  the  physician  does  not 
wish  to  maintain  such  an  accounting,  he  should  not 
accept  sampje  drugs  and  should  only  order  con- 
trolled substances  by  using  his  prescription  pad. 

Correspondence  between  Doctor  Ali  Hameli,  Chief 
Medical  Examiner,  and  Mr.  Martin  Golden,  Pharma- 
ceutical Control  Officer,  as  revealed  to  the  Advisory 
Council,  brought  out  the  fact  that  the  Division  of 
Public  Health  policy  would  be  to  refer  all  physician 
infractions  concerning  controlled  substances  to  the 
Medical  Council  (now  the  Board  of  Medical  Prac- 
tice) . Discussions  between  these  two  men  concern- 
ing methods  of  interpreting  physician’s  use  of  con- 
trolled substances  reached  no  absolute  conclusion; 
only  time  will  serve  to  conclusively  answer  these 
questions.  A copy  of  the  Uniform  Controlled  Sub- 
stances Regulations  is  available  in  the  Society  office 
for  review. 

In  the  December  10,  1975  meeting  the  Advisory 
Council  agreed  that  honest  controlled  disposal  of 
needles  and  syringes  would  meet  the  requirements  of 
keeping  such  material  out  of  the  hands  of  drug  users. 
Meetings  since  that  time  have  concerned  themselves 
with  hearing  cases  of  offenders,  and  no  further  time 
has  been  devoted  to  carrying  out  operating  philos- 
ophy in  the  control  of  the  controlled  substances. 

Meetings  are  scheduled  to  formulate  policy.  The 
next  meeting,  however,  will  be  September  16,  at 
which  time  another  hearing  is  scheduled. 

The  charges  made  to  the  medical  participants  on 
the  Advisory  Council  are  as  follows: 

1.  To  review  proposed  regulations  and  advise 
the  Secretary  accordingly. 

2.  To  recommend  regulations  and  legislation  to 
improve  the  Act. 

3.  To  serve  as  the  Secretary’s  hearing  board  both 
for  violations  and  proposed  regulations. 

4.  To  serve  as  liaison  between  the  Secretary  and 
groups  most  affected  by  the  Uniform  Con- 
trolled Substances  Act. 

Meetings  are  normally  to  be  held  every  60  days. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

AMERICAN  CANCER  SOCIETY 
DELAWARE  DIVISION,  INCORPORATED 

The  Delaware  Division  of  the  American  Cancer 
Society  completed  another  year  of  active  program- 
ming on  August  31,  1976. 
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Public  Education  focused  on  action-oriented  pro- 
grams. Early  detection  efforts  were  aimed  at  known 
high-risk  groups,  which  included  pre-  and  post- 
menopausal women  and  men  over  65.  Of  particular 
interest  were  people  in  low  income  groups  as  well  as 
distinct  ethnic  groups.  During  the  year,  320  screen- 
ing programs  were  held  throughout  the  State;  a total 
of  5,151  men  and  women,  ages  16-84  years,  partici- 
pated in  these  programs.  In  addition,  20,000  plus 
adults  and  more  than  32,000  youths  were  reached 
through  Public  Education  programs  which  included 
films,  anatomical  models,  and  speakers.  The  coopera- 
tion of  schools,  industry,  business,  clergy,  and  com- 
munity agencies  is  especially  commendable.  Much 
assistance  has  beeen  received  from  the  Delaware  Divi- 
sion of  Public  Health  and  the  Delaware  Breast 
Cancer  Network. 

The  Special  Populations  Committee  was  formed 
in  June,  1975,  and  is  composed  of  the  "Real  Lead- 
ers” of  our  hard-to-reach  population  and  not  the 
"Assumed  Leaders.”  Good  experiences  are  being 
shared  by  concerned  mothers,  health  educators, 
clergy,  doctors,  and  public  health  nurses  who  meet 
to  plan  and  implement  ACS  action  and  education- 
oriented  programs. 

The  Professional  Education  program  assisted  the 
medical  and  allied  health  professionals  in  providing 


comprehensive  and  quality  health  care  for  early  de- 
tection and  prompt  treatment  of  cancer.  Conferences, 
publications,  films,  and  other  materials  are  used  to 
improve  programming  for  physicians,  dentists,  nur- 
ses, and  clergy.  • 

The  Cancer  Society  is  prepared  to  present  a pro- 
gram in  the  community  hospitals  to  demonstrate  the 
professional  education  materials  for  use  by  interested 
professionals. 

Medical  libraries  in  hospitals  and  nursing  schools 
received  copies  of  all  American  Cancer  Society  pub- 
lications released  during  the  year.  All  physicians  re- 
ceived six  issues  of  the  CA — A Cancer  Journal  for 
Physicians.  (Physicians  who  did  not  receive  this  pub- 
lication are  invited  to  notify  Cancer  Society  head- 
quarters so  that  omissions  can  be  corrected.) 

The  revised  edition  of  Clinical  Oncology  for 
Medical  Students  and  Physicians  has  been  in  great 
demand.  Approximately  100  copies  have  been  dis- 
tributed. 

Four  new  films  for  physicians,  one  new  film  for 
nurses,  and  a revised  edition  of  the  Nurses’  Cancer 
Source  Book  are  also  receiving  wide  distribution. 

The  Professional  Education  Committee  announces 
the  following  plans  for  1976-1977: 


THE  DOCTOR’S  BAG 

Surgical  and  Orthopedic  Supply  Company.  Incorporated 


1320  Washington  Street  Wilmington.  Delaware  19801 


Sales  ■ Rentals 
302-654-9976 
Female  and  Male  Fitters 


COMPRESSION 

SUPPORT 

STOCKINGS 


SURGICAL 

GARMENTS 


CUSTOM 

SPINAL 

ORTHOSES 


□ Camp  Sigvarii 

□ Jobs!  (Custom) 

□ Scholl 

0 Anti-embolism 


1 1 Abdominal 

□ Dorsolumbar 
0 Lumbosacral 

□ Sacroiliac 


□ Hyperextension 
0 Knight 
0 Taylor 
0 Flexion 


M.D. 


Please  note  if  paraspina!  steels  are  indicated. 


Del  Med  Jrl,  Dec  1976 — Vol  48,  No  12 


723 


House  of  Delegates  Proceedings,  1976 


When  you 
see  this 
sign... 

...you’ll 

want  to 
see  more! 


Griffith 

Company 

r 


It  symbolizes  protection  and  growth. 

I he  root  over  your  head  in  your  new  home, 
the  protection  of  a reputable  realtor, 
attention  to  your  need  to  grow  when 
buying  or  selling  a home;  the  calculated 
growth  of  commercial  real  estate  investments, 
the  security  of  property  surveillance, 

. . . it's  all  under  one  sign. 


ESTABLISHED  1902 


(DMB4NY 


224  Ninth.  Street  Plaza,  Wilmington,  Delaware  19801  (302)  655-6267 
Suite  100  Holiday  Inn,  Talleyville,  Delaware  19803  (302)  478-4563 


JOHN  G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 

807  N.  Union  Street 
Wilmington,  Delaware 


A Regional  Conference  for  Medical  and  Surgical 
Oncologists 

A cancer  seminar  for  pharmacists 

A cancer  seminar  for  social  workers 

A cancer  conference  for  nurses 

A cancer  conference  for  student  nurses 

A cancer  conference  for  nursing  assistants 

The  special  appreciation  of  the  Cancer  Society  is 
extended  to  the  County  Medical  Societies  and  the 
Medical  Society  of  Delaware  for  their  support  and 
advice;  to  the  editors  of  the-  Delaware  Medical  Journal 
for  publishing  news  items,  announcements  of  national 
cancer  meetings,  and  the  release  of  new  professional 
education  materials  for  physicians;  and  to  all  the 
physicians  who  have  volunteered  their  services  to 
conduct  educational  and  informational  meetings  and 
screening  programs. 

The  Service  Program  of  the  American  Cancer 
Society  received  major  emphasis  in  Delaware.  A total 
of  546  cancer  patients  were  helped  with  drugs,  dress- 
ings, prostheses,  blood  counts,  nursing  and  home- 
maker visits,  or  transportation.  Reach-to-recovery 
volunteers  called  on  151  post-mastectomy  patients; 
four  patients  were  aided  by  the  new  ostomy  program; 
a Volunteer  Transportation  Corps  was  formed  in  the 
past  year  with  a nucleus  of  26  volunteer  drivers;  and 
speech  classes  were  held  twice  monthly  in  Wilming- 
ton and  Milford. 

As  President,  I represent  the  Delaware  Division  of 
the  Cancer  Society  at  National  Board  and  Commit- 
tee meetings.  The  Society  appreciates  the  Medical 
Society’s  excellent  support  and  interest. 

This  is  dedicated  to  the  memory  of  Oscar  N. 
Stern,  M.D.,  Liaison. 

Ruben  A.  Teixido,  M.D. 

President 
American  Cancer  Society, 
Delaware  Division,  Inc. 

AMERICAN  DIABETES  ASSOCIATION, 
DELAWARE  AFFILIATE,  INC. 

On  November  16,  1976  the  speaker  to  the  Wilm- 
ington Medical  Center  Department  of  Medicine  in 
the  morning  and  at  the  annual  Diabetes  Luncheon  at 
noon  will  be  John  K.  Davidson,  M.D.,  Ph.D.,  Pro- 
fessor of  Medicine  at  Emory  University  School  of 
Medicine,  who  will  speak  to  the  professional  group 
on  "Rediscovery  of  the  Importance  of  Caloric  Re- 
striction and  Weight  Reduction  in  the  Treatment  of 
the  Overweight  Diabetic”  and  to  the  lay  group  on 
"Is  Diet  Really  Important?” 

During  the  past  year  the  ADA  served  notice  on 
the  Delaware  Affiliate  that  unless  its  fundraising  ca- 
pabilities could  be  increased  and  its  general  activities 
in  the  field  of  public  education  about  diabetes  as  a 
health  problem  also  increased,  affiliate  status  would 
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be  withdrawn  by  the  ADA  and  the  Delaware  Dia- 
betes Society  would  have  to  become  a chapter  of  the 
Delaware  Valley  Affiliate.  Accordingly,  the  Delaware 
Diabetes  Society  has  made  a decision  to  try  to  stretch 
its  resources  sufficiently  to  acquire  a full  time  exe- 
cutive director  so  as  to  retain  its  affiliate  status  since 
we  feel  that  being  a chapter  of  an  affiliate  located  in 
Philadelphia  would  not  serve  the  best  interests  of 
Delaware’s  citizenry  with  respect  to  diabetes.  Doctor 
Howard  Borin  will  be  the  next  president  of  the 
Delaware  Diabetes  Association,  and  because  of  the 
necessity  for  restructuring  and  reorganization  which 
the  upcoming  year  will  entail,  it  is  more  than  ever 
imperative  that  he  count  upon  good  cooperation  and 
relationships  with  the  Medical  Society  of  Delaware. 

During  the  past  year  a public  workshop  was  held; 
participating  Medical  Society  members  included  Doc- 
tor Alvin  Weiner  and  myself.  I have  accepted  ap- 
pointment to  serve  on  the  ADA  Committee  on  Pub- 
licity for  one  year,  and  a member  of  our  board, 
Elizabeth  Riblett,  R.N.,  has  accepted  appointment 
to  serve  on  the  ADA  Committee  for  Professional 
Education  for  two  years. 

Current  membership  is  presently  413  members  of 
whom  118  are  professional  members,  i.e.,  physicians, 
dentists,  pharmacists,  and  podiatrists.  In  my  opinion, 
this  is  an  inadequate  professional  representation.  I 
would  like  to  reiterate  as  I did  in  this  report  last 
year  that  I believe  the  Diabetes  Society  would  be 
greatly  strengthened  if  every  Delaware  physician 
would  become  a member.  Dues  are  still  only  $10.00 
and  include  a membership  to  Forecast,  a publication 
of  the  ADA  which  is  highly  suitable  for  all  physi- 
cians’ waiting  rooms. 

Bernadine  Z.  Paulshock,  M.D. 

Liaison 

COMMUNITY  COUNCIL  ON 
EMERGENCY  SERVICES 

I have  represented  this  committee  for  the  Medical 
Society  of  Delaware  for  the  past  five  years.  There  was 
a great  deal  of  activity  during  the  first  two  years.  I 


regret  to  inform  you  that  for  the  past  two  years 
there  has  been  a gradual  decline  in  the  general  in- 
terest in  keeping  this  committee  alive.  This,  disin- 
terest comes  not  only  from  the  County  organizations 
that  should  be  involved,  but  also  from  the  represen- 
tatives themselves,  as  shown  by  the  gradual  decline  in 
their  attendance. 

Not  one  meeting  has  been  called  for  this  year. 
Therefore,  I have  nothing  positive  to  report.  Unless 
something  radical  is  done,  this  committee  is  going  to 
pass  away  of  natural  death. 

I’m  sorry,  but  I myself  have  no  helpful  solutions. 

L.  Mario  Garcia,  M.D. 

Representative 

COMMITTEE  ON  DIAGNOSTIC  TESTING 

The  Committee  on  Diagnostic  Testing  has  not  met 
in  the  last  year.  Further,  no  information  has  come 
from  its  chairman.  I believe  it  to  be  non-operative 
but  will  communicate  further  if  information  is 
forthcoming. 

John  H.  Benge,  M.D. 

Representative 

DATA  MANAGEMENT  COMMITTEE 

No  meetings  of  the  Data  Management  Committee 
have  been  held  this  year. 

Leo  B.  Hogan,  Jr.,  M.D. 

Liaison 


DELAWARE  CHAPTER  OF  THE 
ARTHRITIS  FOUNDATION 

The  Delaware  Chapter  of  the  Arthritis  Foundation 
opened  a twice-a-month  private  consultation  clinic 
at  the  Milford  Memorial  Hospital  in  February,  1976. 
It  is  staffed  the  first  and  third  Wednesdays  of  the 
month  from  11  a.m.  to  4 p.m.;  when  the  clinic  be- 
gan, it  was  booked  two  months  in  advance,  and  is 
still  booked  that  far  ahead  today.  Patients  are  seen, 
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on  a fee-for-service  basis,  for  consultation  and  evalu- 
ation, and  then  returned  to  their  own  physicians  for 
follow-up  care. 

The  Foundation  continued  its  support  ($3,000)  of 
the  Arthritis  Clinic  at  the  Memorial  Division  of  the 
Wilmington  Medical  Center  and  extended  its  patient 
services  on  an  individual  basis. 

During  1975-1976  the  Chapter  referred  200  pa- 
tients to  doctors  and  to  clinics.  The  circulation  of 
educational  literature  increased  to  18,000  pieces.  Par- 
ticipation in  eight  health  fairs  added  to  this  increase 
in  distribution.  Speakers,  slides,  and  films  were  pre- 
sented to  over  2 5 groups  of  senior  citizens  and  clubs, 
and  films  and  manuals  were  given  to  nursing  schools. 
More  than  20  Primers  on  the  Rheumatic  Diseases 
were  distributed  to  doctors.  A dozen  students  were 
assisted  in  their  preparation  of  papers.  Four  interns,  a 
nurse,  and  an  occupational  therapist  were  enabled  to 
attend  the  Pemberton  Lectures  in  Philadelphia.  Two 
subscriptions  for  arthritis  periodicals  for  the  Aca- 
demy Library  were  purchased  again  by  the  Chapter. 
The  Rheumatology  Elective  and  Conference  were 
conducted  at  the  Delaware  Division  of  the  Wilming- 
ton Medical  Center. 

Through  a special  gift,  the  Foundation  was  able  to 
increase  its  support  of  the  national  research  program 
by  one-third,  for  a total  of  $10,000. 

Allen  C.  Wooden,  M.D. 

Liaison 


DELAWARE  HEART  ASSOCIATION 

Throughout  the  past  year  the  Delaware  Heart 
Association  has  continued  to  work  closely  with  a 
number  of  organizations  and  agencies  throughout  the 
state  in  its  crusade  against  cardiovascular  disease  and 
stroke.  In  keeping  with  a basic  belief  that  the  big- 
gest killers  merit  the  most  attention  this  attack  has 
focused  primarily  on  1)  hypertension,  and  2)  my- 
ocardial infarction.  Since  hypertension  produces  liter- 
ally no  symptoms  in  and  of  itself,  the  approach  has 
been  through  case  finding  and  public  education  con- 
cerning the  importance  of  long-continued  treatment 
and  follow-up.  This  is  certainly  not  exciting,  drama- 
tic, or  rewarding  work,  but  it  seems  the  only  reason- 
able approach  at  present.  In  sharp  contrast  the  coun- 
terattack to  heart  attack  is  all  of  these  and  more.  It 
is  exciting  because  it  presents  chances  of  success,  and 
it  is  rewarding  because  there  has  been  a decrease  in 
both  incidence  and  mortality. 

The  Heart  Association  has  progressed  by  devoting 
its  efforts  in  three  pathways:  research,  education,  and 
service.  In  the  past  year  Delaware  Heart  Association 
supported  directly  and  indirectly  about  $45,000 
worth  of  research  projects.  In  terms  of  educational 


efforts  it  reached  over  50%  of  health  professionals 
through  mailings  and  formal  programs;  and  via 
movies,  public  lectures,  pamphlets,  and  news  media 
it  reached  about  one  person  in  every  four  in  the 
State  of  Delaware.  A total  of  876  people  were 
trained  in  cardiopulmonary  resuscitation,  plus  115 
certified  in  basic  resuscitative  measures  and  34  cer- 
tified as  instructor-trainers.  The  four  most  impor- 
tant public  service  programs  in  the  past  year  have 
been  1)  streptococcal  detection  (throat  cultures); 
2)  screening  for  risk  of  heart  attack;  3)  hyperten- 
sion screening;  and  4)  the  Coronary  Care  Ambulance 
Program  in  the  Wilmington  area. 

E.  Wayne  Martz,  M.D. 

Liaison 

DELAWARE  INSTITUTE  OF 
MEDICAL  EDUCATION  AND  RESEARCH 

With  the  passage  of  1975-1976  DIMER  has  suc- 
cessfully completed  its  most  difficult  year  to  date.  A 
virtually  stationary  appropriation  in  the  face  of  an 
inflating  economy  has  interdicted  most  progress  and 
has  necessitated  severe  economies  by  participating 
institutions  and  agencies.  All  have  responded  with 
sacrifice  and  with  contributions  from  their  own 
funds.  These  have  enabled  the  program  to  continue 
to  fulfill  its  primary  mission  of  making  a medical 
school  education  available  to  qualified  students  of  the 
state.  In  addition  the  Board  of  Trustees  feel  that  it 
is  achieving  its  secondary  mission  of  creating  a sci- 
entific and  professional  environment  attractive  to 
physicians  as  a place  to  settle  and  practice.  The 
DIMER  role  in  this  is  more  difficult  to  document,  but 
we  offer  in  evidence  the  fact  that  all  hospitals  in  the 
state  have  experienced  better  than  a 40%  increase 
in  Medical  Staff  since  DIMER  began  (most  of  them 
better  than  50%).  The  published  statistics  show 
Delaware  now  well  above  the  national  average  in  the 
number  of  doctors  per  100,000  population,  a com- 
plete reversal  of  the  situation  that  existed  previously. 

DIMER  looks,  forward  to  1976-77  with  determi- 
nation. Some  reductions  will  be  necessary  to  keep 
costs  within  reach  of  each  institution’s  ability  to  sup- 
plement the  State’s  appropriation.  However,  in  keep- 
ing with  the  expressed  wishes  of  the  General  Assem- 
bly a full  class  of  twenty  Delaware  students  was  ac- 
cepted for  the  first  year  at  Jefferson  for  September 
1976.  Scholarships  have  been  completely  restricted  to 
those  demonstrating  severe  financial  need.  This  plus 
the  threat  of  payback  requirements  has  reduced  the 
mix  of  students  entering  the  program  to  those  who 
could  not  go  elsewhere.  Nevertheless  DIMER  looks 
forward  hopefully  to  more  liberal  funding  in  the 
future. 

Leslie  W.  Whitney,  M.D. 

Chairman,  Board  of  T rustees 
DIMER 
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DELAWARE  INTERAGENCY  COUNCIL  ON 
SMOKING  AND  HEALTH 

During  the  past  year  the  Council  has  formally  met 
only  one  time  at  which  time  it  was  decided  that 
efforts  of  members  and  member  agencies  would 
largely  be  directed  to  H.B.  53  5 — the  bill  to  restrict 
smoking  in  certain  public  places  in  Delaware. 

Representative  Robert  L.  Maxwell,  the  sponsor  of 
the  bill,  met  with  the  Council  at  this  meeting  and 
outlined  ways  in  which  we  could  assist  him  in  seek- 
ing support  and  eventual  passage  for  this  piece  of 
legislation.  At  his  suggestion  Council  members  ar- 
ranged a public  hearing  at  the  Academy  of  Medicine 
in  December,  1975.  It  was  considered  quite  a suc- 
cessful meeting  from  the  standpoint  of  the  number 
of  persons  attending,  including  physician  and  nursing 
representatives  and  good  press  coverage.  The  audience 
was  largely  made  up  of  persons  speaking  in  favor  of 
the  proposed  legislation,  and  the  resulting  press  cov- 
erage was  more  than  we  could  have  hoped  for.  The 
bill  did  come  up  for  vote  in  January,  and  when  it 
became  evident  that  it  was  not  going  to  receive  the 
necessary  support  for  passage.  Representative  Max- 


well tabled  the  legislation.  Since  that  time  he  has 
been  preparing  various  amendments  to  the  bill.  The 
Interagency  Council  will  continue  to  work  for  legis- 
lation to  protect  the  rights  of  the  non-smoker  not 
only  because  its  members  are  fully  committed  to  this 
endeavor,  but  also  because  the  majority  of  the  citi- 
zens of  Delaware  are  in  favor  of  some  type  of  legisla- 
tion in  this  regard. 

This  was  evidenced  by  a News-Journal  poll  spon- 
sored by  Representative  Maxwell  and  the  Council 
last  spring.  Readers  were  asked  whether  they  were  in 
favor  of  legislation  which  would  restrict  smoking  in 
public  places,  and  the  response  was  overwhelmingly 
positive. 

National  Education  Week  on  Smoking  was  once 
again  observed  in  January  1976.  The  theme  of  the 
week  was  "Independence  from  Smoking”  in  keeping 
with  the  Bicentennial  theme.  We  obtained  a Procla- 
mation of  the  week  from  Delaware  Governor  Sher- 
man W.  Tribbitt.  Also  during  the  week  a brochure 
was  distributed  to  Delaware  teachers  in  the  upper 
elementary  grades.  This  brochure  was  prepared, 


HOMEMAKERS'  is 
a national  organization 
of  home  and  health 
care  personnel. 


...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 


HOMEMAKERS®  provides  help  through  ar»  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 
LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  when  you 
need  them  — a day  or  a month  — on  a regular 
schedule  or  just  when  you  call. 

HOMEMAKERS 

656-2551 
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printed,  and  distributed  by  Council  members  state- 
wide. 

While  these  were  the  activities  of  the  Council  as 
a whole,  it  should  be  noted  that  many  other  programs 
regarding  smoking  and  health  were  undertaken  by 
individual  member  agencies.  These  included  a number 
of  professional  education  programs  for  Delaware  phy- 
sicians, nurses,  teachers,  social  workers,  etc.  Frequent 
displays  and  exhibits  on  the  smoking  topic  were  uti- 
lized by  each  of  the  health  agencies  on  any  number 
of  occasions.  It  would  be  impossible  to  report  the 
exact  number  of  film  presentations  for  school  children 
in  Delaware  throughout  the  year  as  each  of  the  health 
agencies  maintains  a library  of  smoking  films.  In  ad- 
dition, a number  of  stop-smoking  clinics  have  been 
active  throughout  the  year.  An  increasing  number  of 
persons  are  becoming  aware  of  the  rights  of  the  non- 
smoker,  and  they  are  supported  by  Council  members 
in  obtaining  buttons,  posters,  etc. 

Robert  G.  Altschuler,  M.D. 

Liaison 

DELAWARE  LUNG  ASSOCIATION 

I am  reporting  to  you  as  the  liaison  between  the 
Delaware  Lung  Association  and  the  Medical  Society 
of  Delaware. 

The  Delaware  Lung  Association  initiated  an  air 
index  reporting  system  which  pools  data  from  the 
air  monitoring  sites  located  in  Pennsylvania,  New 
Jersey,  and  Delaware  and  provides  meaningful  air 
quality  and  effects  information.  WHYY  (TV  Chan- 
nel 12)  and  radio  station  WDEL  announce  a daily 
report  of  these  findings. 

The  Delaware  Lung  Association  co-sponsored  a 
statewide  youth  conference  with  the  Cancer  Society 
and  Delaware  State  College  to  encourage  the  partici- 
pants to  actively  promote  public  education  programs 
in  their  schools. 

The  Delaware  Lung  Association  sponsored  a con- 
ference along  with  the  Cancer  Society  and  the  Stu- 
dent Nurses  Association  of  Delaware.  The  theme  of 
this  conference  was  "Diseases  of  the  Lung.”  Note- 
worthy was  the  preventive  aspect  of  lung  disease  due 
to  cigarette  smoking  stressed  by  all  speakers  as  well 
as  the  exemplary  role  of  the  student  nurse  in  this 
regard. 

The  Delaware  Lung  Association  conducted  a pub- 
lic forum  on  lung  disease  in  November  at  the  Aca- 
demy of  Medicine  with  three  local  physicians  partici- 
pating in  a panel  presentation  on  various  lung  dis- 
eases. 

During  the  past  year  the  American  Lung  Associa- 
tion produced  its  first  film  on  smoking  for  the  very 
young  child  — pre-school  and  primary  grades  — 
"Octopuff  in  Kumquat.”  The  Lung  Association  ac- 


tively promoted  this  film  statewide  in  elementary 
schools  with  the  result  that  four  prints  have  been 
booked  continuously  throughout  the  school  year. 

During  the  last  year  the  Delaware  Lung  Associa- 
tion paid  tuition  for  three  respiratory  technicians 
from  the  Wilmington  Medical  Center  to  attend  an 
advance  course  on  respiratory  therapy  at  the  Uni- 
versity of  Chicago. 

The  Delaware  Lung  Association  donated  a model 
lung  to  be  used  for  patient  and  professional  educa- 
tion by  the  Department  of  Physical  Medicine  at  the 
Wilmington  Medical  Center. 

The  Delaware  Lung  Association  began  publication 
of  "Wheezers  Digest”  intended  as  an  informational 
bulletin  for  interested  persons  as  to  what  is  being 
done  and  planned  for  the  future  by  this  organization. 

The  Delaware  Lung  Association  has  supported  the 
Infectious  Disease  Symposium  in  Delaware. 

The  Delaware  Lung  Association  gave  scholarship 
support  to  the  Wilmington  Medical  Center  and  Dela- 
ware Technical  and  Community  College  Inhalation 
Therapy  program  awarding  a total  of  14  grants  over 
the  past  year. 

The  Delaware  Lung  Association  continues  to  pro- 
vide subscriptions  of  "Basics  of  Respiratory  Disease” 
to  residents  and  intern  physicians,  student  nurses, 
and  inhalation  therapy  students  in  Delaware.  It  should 
be  noted  that  interested  physicians  also  continue  to 
receive  subscriptions  to  "Clinical  Notes  on  Respira- 
tory Disease.”  These  publications  can  be  obtained 
by  any  physician  by  simply  calling  the  Delaware 
Lung  Association  in  Wilmington,  Delaware. 

James  M.  Hofford,  M.D. 

Liaison 

DELAWARE  SOCIETY  OF  MEDICAL  ASSISTANTS 

The  Delaware  Society  of  Medical  Assistants  held 
six  meetings  during  the  1975-76  year.  Three  mem- 
bers of  the  Medical  Society  of  Delaware  addressed 
three  separate  meetings:  H.  George  DeCherney,  M.D., 
John  M.  Levinson,  M.D.,  and  Bernadine  Z.  Paulshock, 
M.D. 

At  the  May  1976  meeting  the  following  new  offi- 
cers were  installed: 

President  — Nancy  Parker 

Vice-President  — Renee  Steele 

President-Elect  — Joan  Larrimore 

Secretary  — Janet  McGonigle 

Treasurer  — Jean  Gawinski 

Allston  J.  Morris,  M.D. 

Advisor 
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DELPAC 

In  1976,  DELPAC  grew  to  a record  of  158  mem- 
bers. The  attendance  is  sizable  in  terms  of  past  per- 
formances but  still  disappointing  because  of  the  fact 
that  so  many  members  of  the  Medical  Society  of 
Delaware  do  not  choose  to  become  responsible  in 
their  own  political  future. 

Eighteen  local  candidates  received  support  from 
DELPAC  this  year,  and  two  candidates  for  national 
office  received  monies  from  the  American  Medical 
Association  through  DELPAC. 

In  summary,  the  necessary  duties  have  been  per- 
formed this  year,  but  DELPAC  must  expand  its 
efforts  in  terms  of  enlarging  physician  and  non- 
physician support  and  encouraging  physician  inter- 
est in  their  own  political  future. 

Robert  Abel,  Jr.,  M.D. 

Chairman 

DIVISION  OF  VOCATIONAL  REHABILITATION 
STATE  OF  DELAWARE 

Liaison  with  the  Division  of  Vocational  Rehabili- 
tation has  continued  over  the  past  year.  The  activi- 
ties have  been  mainly  centered  at  the  Eugene  DuPont 
Hospital,  working  with  both  in-  and  out-patients. 


Our  goals  continue  to  be  employment  and  training 
of  the  physically  handicapped  individual  and  return- 
ing these  individuals  to  a productive  life. 

The  White  House  Conference  on  Handicapped  In- 
dividuals will  be  held  in  May,  1977  in  Washington, 
D.C.  This  will  be  a meeting  of  representatives  from 
over  the  entire  country.  The  Delaware  representation 
for  this  meeting  is  under  Liz  Shantz,  and  I will  be 
actively  involved  as  a committee  chairman  on  the 
problems  of  the  multiply  handicapped  individual.  We 
will  be  working  together  with  Vocational  Rehabilita- 
tion and  the  different  State  agencies  and  organizations 
coordinating  this  meeting. 

It  has  become  apparent  that  liaison  with  the  Divi- 
sion of  Vocational  Rehabilitation  goes  beyond  that 
Division  and  to  other  areas  concerned  with  rehabili- 
tation. 

Anthony  L.  Cucuzzella,  M.D. 

Liaison 

EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  OF  DELAWARE 

First,  we  would  like  to  thank  William  Cooper, 
M.D.,  Chairman  of  the  Medical  Advisory  Committee, 
and  the  committee,  for  doing  such  an  excellent  job 
for  the  Society. 


OFFICE  SPACE  FOR  RENT 

PROFESSIONAL  BUILDING 
AUGUSTINE  CUT-OFF 

BEHIND  WANAMAKERS 
1750  TOTAL  SQUARE  FEET 
SUITE  27  AND  28 

AVAILABLE  MARCH  1,  1977 

CALL  ED  KUHWALD 

654-6144  652-2555 
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In  the  near  future  we  expect  to  have  a speech 
pathologist  available  and  would  appreciate  referrals 
from  physicians  in  the  area  for  those  patients  who 
have  problems  with  speech,  such  as  the  aphasic 
stroke  patients,  and  other  types  of  speech  defects. 

Arthur  J.  Heather,  M.D. 

Liaison 

MEDICAL  ADVISORY  COMMITTEE, 
DIVISION  OF  SOCIAL  SERVICES, 

STATE  OF  DELAWARE 

The  Medical  Advisory  Committee,  since  its  last 
report,  had  four  meetings:  December  17,  1971; 
March  17,  1976;  June  16,  1976;  and  September  15, 
1976.  In  December,  it  was  announced  that  Mr.  A. 
Roke  Lieberman  was  retiring  effective  December  31, 
to  be  succeeded  by  Mr.  Richard  Cherrin.  As  matters 
have  developed,  the  Division  of  Social  Services  has 
lost  a capable  man,  but  we  hope  to  retain  him  as  a 
consumer  advocate.  Not  having  such  an  advocate 
has  been  a weakness  of  the  Medical  Advisory  Com- 
mittee since  its  inception. 

The  Committee  attempted  at  its  December  meet- 
ing to  develop  fire  protection  for  those  recipients  of 


Social  Services’  aid  in  the  various  nursing  homes  in 
the  state,  but  we  were  unable  to  have  a Fire  Protec- 
tion Engineer  present  from  the  Fire  Marshal’s  office. 

Absence  of  Dental  Society  representatives  at  the 
Medical  Advisory  Committee  meetings  was  corrected 
in  the  March  meeting  by  sending  a letter  to  the 
Delaware  State  Dental  Society  requesting  a repre- 
sentative. 

Inpatient  psychiatric  service  for  individuals  un- 
der twenty-one  was  reviewed  by  the  Committee,  and 
suggestions  were  made  to  continue  the  improvement 
of  this  service. 

The  Committee,  in  its  March  meeting,  reviewed 
the  promise  from  Mr.  Cherrin  that  he  would  con- 
tinue to  work  with  the  obstetricians  and  gynecolo- 
gists as  well  as  Blue  Shield  to  eliminate  problems 
whereby  bills  have  been  refused. 

The  June  meeting  was  dedicated  to  a review  of  the 
Delaware  Technical  and  Community  College’s  dental 
health  center  with  Allen  Goldfeder,  D.D.S.,  pre- 
senting a resume  of  the  program  which  is  scheduled 
to  begin  in  the  fall  of  1976.  The  dentists  will  be 
graduates  of  American  dental  schools  and,  other  than 
the  interns,  will  be  licensed  inside  the  United  States, 
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not  necessarily  in  Delaware.  The  priorities  will  be 
as  follows: 

1.  Title  XIX  children  in  the  Model  Cities  area. 

2.  Title  XIX  children  in  Wilmington. 

3.  Other  needy  children  and  persons. 

No  plan  was  offered  for  the  remainder  of  New 
Castle  County,  Sussex  County,  or  Kent  County. 

It  was  suggested  and  agreed  that  a meeting  be  set 
up  with  Dr.  Goldfeder  and  Dr.  Cowan  of  Delaware 
Technical  and  Community  College  to  see  if  they 
could  work  out  a contract  with  the  Division  of  Pub- 
lic Health  and  their  students. 

As  of  June  16,  1976,  it  was  reported  that  the  Divi- 
sion had  received  a supplement  to  carry  it  through 
fiscal  1976. 

Rhoslyn  J.  Bishoff,  M.D. 

Robert  Abel,  Jr.,  M.D. 

Representatives 

SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  past  year  has  been  a year  of  growth  both  in 
the  Spina  Bifida  Association  of  Delaware  (SBAD) 
and  for  the  Spina  Bifida  Association  of  America 
(SBAA).  The  Association  sees  education  as  one  of 
its  major  roles.  The  SBAA  maintains  a library  list 
which  is  continuously  updated  and  lists  virtually  all 
the  articles  on  spina  bifida  in  the  world  literature. 
This  list  is  available  to  any  professional  by  contact 
with  SBAD  (Mrs.  B.  Sheing,  654-5660).  In  addi- 
tion, SBAD  maintains  its  own  library  and  will  be 
happy  to  lend  material  to  parents  and  professionals 
as  well  as  send  pamphlets  to  new  parents  of  children 
with  spina  bifida. 

The  Association  has  met  bi-monthly  during  the 
past  year.  Three  of  the  meetings  included  presenta- 
tions on  the  medical  problems  of  the  child  with 
spina  bifida.  The  speakers  included  Doctor  Pierre  Le- 
Roy,  Doctor  Paul  Ramsey  and  Doctor  Nina  Steg,  all 
members  of  the  Medical  Society  of  Delaware. 


* « 


One  of  the  major  aims  of  the  group  continues  to 
be  the  provision  of  the  support  that  parents  of 
children  with  spina  bifida  are  able  to  give  to  new 
parents  of  similarly  affected  children.  The  SBAA  has 
set  guidelines  for  approaching  the  new  parent.  There 
will  be  a meeting  and  workshops  in  the  fall  of  1976 
to  help  train  parents  in  this  sensitive  area.  Any 
physician  caring  for  a new-born  child  with  this  prob- 
lem can  contact  Mrs.  J.  Horleman  at  478-5  869  and 
request  whatever  help  he  feels  is  needed  ranging  from 
information  pamphlets  to  individual  parent  contact. 
The  support  given  during  the  crucial  early  days  and 
weeks  after  birth  may  benefit  the  whole  family. 

At  its  annual  meeting  this  year  in  Cincinnati,  the 
SBAA  began  to  look  at  the  future  for  the  child  with 
spina  bifida,  and  this  will  be  the  concern  of  SBAD, 
too.  It  will  require  a community  effort  to  help 
achieve  the  goal  of  independence  for  these  young- 
sters as  they  grow  older. 

Nina  L.  Steg,  M.D. 

Liaison 

As  a memorial  to  the  members  of  the  Society  who 
were  lost  through  death  during  the  past  year,  the 
assembly  rose  for  a moment  of  silence  as  the  names 
were  read: 

Thomas  H.  Hogshead,  M.D. 

Oscar  N.  Stern,  M.D. 

A.  King  Lotz,  M.D. 

Sanford  G.  Rogg,  M.D. 

Mesrop  A.  Tarumianz,  M.D. 

Marjorie  J.  McKusick,  M.D. 

Sava  Kara-Eneff,  M.D. 

H.  Wendell  Gray,  Sr.,  M.D. 

(Resolutions  considered  at  the  House  of  Delegates 
Meeting  will  be  published  in  the  January  1976  issue 
of  the  Delaware  Medical  Journal. ) 

(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference.) 
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THE  EAR  OF  MAN 

“It  is  sometimes  forgotten  that  the  basic  instrument  of  auscultation  is  the 
human  ear  . . . 

“The  stethoscope  was  invented  by  Laennec  for  two  primary  reasons:  (1)  to 
avoid  unpleasant  contact  with  the  unwashed  skin  of  poor  patients,  and  (2)  to 
preserve  the  propriety  of  wealthy  patients,  particularly  those  of  the  female  sex.” 
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Located  on  Possum  Park  Road,  in  the  Newark  Area,  this  medical  complex 
offers  an  unusual  opportunity  for  members  of  the  medical  profession  to 
participate  in  a tax  sheltered  real  estate  investment,  and  enjoy  the  ben- 
efits of  spacious,  conveniently  located,  and  well-appointed  medical  facilities. 


iis  medical  complex  is  situated  on 
.Sjcres,  less  than  a mile  from  the  Kirk- 
vcd  Highway.  The  complex  consists 
f vo  buildings,  with  a total  of  13,557 
qure  feet  of  office  space. 
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In  Brief 


The  goal  of  the  conference  is  to  examine  various  on-going  approaches  to  identifying 


pendence,  or  mental  illness.  Registration  fee  $50;  medical  students,  interns,  and  resi- 
dents, $25.  Approved  for  Category  I credit  toward  the  Physician’s  Recognition  Award. 
For  information  contact:  Department  of  Mental  Health,  American  Medical  Association, 
535  N.  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone  (312)  751-6577. 


cians.  For  information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104. 

NEW  CONCEPTS  OF  OLD  DISEASES,  San  Francisco,  California,  January  25-28. 
Co-sponsored  by  the  Letterman  Army  Medical  Center,  Presidio  of  San  Francisco. 
Evaluated  for  28%  PR  A credit  hours. 

CLINICAL  RELEVANCE  OF  RECENT  ADVANCES  IN  INTERNAL  MEDICINE, 
Lexington,  Kentucky,  February  9-11.  Co-sponsored  by  the  University  of  Kentucky 
College  of  Medicine.  Evaluated  for  21%  PR  A credit  hours. 

SELECTED  TOPICS  IN  ENDOCRINOLOGY  AND  ENDOCRINOLOGICAL  ONCOL- 
OGY, New  Orleans,  Louisiana,  February  9-11.  Co-sponsored  by  the  Ochsner  Medical 
Institutions.  Evaluated  for  22%  PR  A credit  hours. 

PATHOPHYSIOLOGIC  BASIS  OF  DIGESTIVE  DISEASE  THERAPY,  Temple, 
Texas,  February  10-12.  Co-sponsored  by  the  Scott  and  White  Memorial  Hospital. 
Evaluated  for  23  PRA  credit  hours. 


South,  M.D.,  Associate  Professor  of  Pediatrics  and  Director  of  Department  of  Pediatric 
Immunology,  University  of  Pennsylvania,  whose  topic  will  be  SALICYLATE  HYPER- 
SENSITIVITY. The  dinner  fee  is  $20.  For  information  call  Arlo  Courter,  M.D.,  (302) 
995-2952. 
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and  dealing  with  the  problem  of  physicians  impaired  because  of  alcoholism,  drug  de- 


ACP  Postgraduate 
Courses 


The  following  postgraduate  courses,  which  fulfill  Category  I requirements  for  the  AMA 
Physician’s  Recognition  Award,  will  be  presented  by  the  American  College  of  Physi- 


Delaware  Allergy 
Society 


A dinner  meeting  of  the  Delaware  Allergy  Society  will  be  held  at  the  Hotel  DuPont, 
Wilmington,  Delaware,  February  3,  at  6:30  p.m.  The  featured  speaker  will  be  Maryann 
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GENERAL  PRACTITIONER:  Navy  physician,  Board  DOCTOR'S  OFFICE  FOR  RENT:  Ideal  location. 
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Interested  in  group  or  solo  practice.  Available  soon.  M.D.  658-6579 
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